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ABSTRACT
This study is part of a larger, ongoing study comparing two versions of Emotion Focused 
Trauma Therapy (EFTT) for adult childhood abuse survivors (Paivio, Jarry, & Holowaty, 
2004). Previously, the main vehicle for trauma exploration was the imaginal 
confrontation (IC) intervention (Paivio & Neiuwenhuis, 2001). However, because some 
clients found IC difficult to engage in, evocative empathy (EE) was developed as a viable 
but gentler alternative. The present study explored the similarities and differences 
between IC and EE by examining key client processes, specifically experiencing, 
emotional arousal, and therapeutic alliance (N = 30). Associations between processes and 
client characteristics and process contributions to outcome also were explored. Overall, 
the two interventions were found to be equally effective in producing positive client 
change and in promoting key processes. However, IC appeared to be more emotionally 
evocative both in the early and late stages of therapy. There also was some evidence to 
support higher levels of experiencing late in therapy in IC. On the other hand, EE 
promoted steady and higher levels of engagement with trauma material and overall lower 
levels of arousal. This supports the original intention of developing EE as a gentler and 
less stressful alternative. However, there were no group differences in terms of client- 
reported distress. Client depth of experiencing during trauma exploration contributed to 
client change in both conditions with a broader impact in EE. Alliance quality 
additionally directly contributed to client change in the EE condition. There were some 
associations between client characteristics and processes. Specifically, alexithymia 
appeared to moderately interfere with experiencing in the EE group but not in the IC 
group. Also, clients who were more severely abused were more likely to report strong
iii
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therapeutic alliance in both groups. Results replicate and extend previous findings 
regarding EFTT with IC and identify EE as a viable treatment alternative for this client 
group. Process differences between the two procedures could indicate different routes to 
change and could interact with different client characteristics. Future research is 
recommended to further elucidate process differences.
iv
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CHAPTER ONE: LITERATURE REVIEW 
Introduction
Childhood abuse (physical, sexual, emotional) has been associated with a wide 
range of long-term adverse consequences that interfere with survivors’ adult functioning 
long after the abuse has ended. Some of these consequences are: Posttraumatic Stress 
Disorder (PTSD; American Psychiatric Association, 2000), depression, anxiety, 
somatization, dissociation, self-destructive tendencies, interpersonal difficulties, low 
self-esteem, sexual difficulties, substance abuse, eating disorders, and alexithymia 
(Banyard & Williams, 1996; Briere, 1992; Briere & Runtz, 1988; Browne & Finkelhor, 
1986; Herman, 1992; Malinosky-Rummel & Hansen, 1993; Neumann, Houskamp, 
Pollock, & Briere, 1996; Noll, Trickett, & Putman, 2003; Zlotnick, Mattia, & 
Zimmerman, 2001). These symptoms describe a presentation that reflects the profound 
impact of exposure to trauma (Roth, Newman, Pelcovitz, van der Kolk, & Mandel,
1997). Disrupted' emotional processes lie at the root of this presentation (Paivio & 
Greenberg, 2000).
Recently, Emotion Focused Trauma Therapy (EFTT; Paivio & Nieuwenhuis, 
2001) has been effectively used as treatment for adults who were abused as children. 
EFTT is a comprehensive individual treatment that combines current experiential 
therapy theory and research (Greenberg & Paivio, 1997; Greenberg, Rice, & Elliott,
1993; Paivio & Greenberg, 1995), current emotion theory (e.g., Fridja, 1986), and 
principles of exposure therapy (Foa, Rothbaum, Riggs, & Murdock, 1991). The focus of 
EFTT is on the disrupted affective processes that are common among survivors of 
different types of childhood abuse (Briere, 1992; Herman, 1992; van der Kolk et al., 
1996) with emphasis on the essential roles of both emotion and the therapeutic 
relationship in functioning and psychotherapeutic change (Paivio & Shimp, 1998).
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One of the main interventions used in EFTT is imaginal confrontation (IC).
The IC technique was derived from gestalt and process-experiential therapies 
(Greenberg et al., 1993; Peris, Hefferline, & Goodman, 1951), and is used to evoke 
trauma material and help clients express previously constricted feelings to imagined 
significant others while at the same time attending to internal experiences. This 
technique has been shown to contribute to reduced trauma and global symptom distress, 
interpersonal difficulties, and self-esteem problems (Paivio, Hall, Holowaty, Jellis, & 
Tran, 2001). Because some clients had difficulties participating in the IC intervention, 
an alternate protocol was utilized (Paivio et al., 2001). This protocol was derived from 
Rice’s (1974) theories regarding the evocative function of the therapist and recently was 
delineated and described as evocative empathy (EE; Paivio, Jarry, & Holowaty, 2004).
EE is embedded in the same emotionally focused principles as is IC; however, 
interactions are conducted solely with an empathically attuned therapist rather than 
imagined others. A large comparative outcome study currently is in progress 
investigating the differential effects of IC versus EE on a wide range of outcome 
measures. The focus of the present study is to further elucidate differences and/or 
similarities between these two interventions by examining some of the associated client 
processes, specifically experiencing, emotional arousal, and therapeutic alliance in two 
effective treatments.
Childhood Abuse
Childhood abuse has been defined as the “ ... nonaccidental serious physical 
injury, sexual exploitation or misuse, neglect or serious mental injury of a child less than 
18 years of age as a result of commission or omission by a parent, guardian, or 
caretaker” (Cahill, Kaminer, & Johnson, 1999, p. 827-828). Unfortunately, a large 
minority of adults have reported histories of childhood abuse. For example, MacMillan 
et al. (1997) conducted a general population survey of residents of Ontario age 15 and
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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older (N = 9953) using a self-administered questionnaire asking about a history of 
physical and sexual abuse in childhood as the main outcome measure. Childhood 
physical abuse was defined by the frequency and severity of violent acts by adults that 
respondents were victims of during childhood. Childhood sexual abuse was defined by 
the frequency and severity of unwanted sexual acts by adults including forms of 
noncontact abuse such as exhibitionism. The overall response rate was 67.4%. 
Prevalence estimates indicated that 31.2% of males and 21.1% of females reported 
physical abuse and 21.8% of females and 4.3% of males reported sexual abuse. Less is 
known about the prevalence of emotional maltreatment (Briere, 1992). But estimates 
suggest that this kind of maltreatment may be present in as much as one third of the 
general adult population of the United States (Binggeli, Hart, & Brassard, 2001).
Reviews of epidemiological research indicate discrepancies among studies of 
reported prevalence rates of childhood sexual abuse in nonclinical samples ranging from 
2% to 62% (Leventhal, 1998; Pilkington & Kremer, 1995). Rates ranged even more 
widely in clinical samples with rates as high as 90% in some diagnostic groups (Briere, 
Woo, Mcrae, Foltz, & Sitzman, 1997; Pilkington & Kremer, 1995). According to Gorey 
and Leslie (1997), some of these discrepancies may be explained by methodological 
characteristics of studies such as response rates and child abuse definitions. These 
investigators conducted an integrative review that aggregated the findings of 16 cross- 
sectional surveys on the prevalence of child abuse among nonclinical North American 
samples. Approximately two-thirds of the respondents were women and all but one 
study focused only on sexual abuse. Unadjusted prevalence estimates among women 
and men who experienced childhood sexual abuse were 22.3% and 8.5%, respectively. 
Study response rates and child abuse operational definitions accounted for half of the 
observed variability. When adjusted for response rates (60% or more), prevalence rates 
were 16.8% and 7.9%. Prevalence rates were 14.5% and 7.2% when adjusted for
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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operational definitions (excluding the broadest, noncontact category). Gorey and 
Leslie suggested that due to the extensive personal and social costs of childhood abuse, it 
is time for more methodologically rigorous studies in order to answer the most basic 
questions regarding the problem’s prevalence and incidence.
The Long-term Consequences o f  Childhood Abuse 
Child abuse is a serious problem not only because of the large number of people 
who have endured it during their childhoods but also because of serious long-term 
effects that interfere with social, emotional, and physical functioning long after victims 
reach adulthood. In the past, the bulk of the research that deals with symptoms and 
problems associated with childhood abuse has focused on women with histories of 
sexual abuse. Therefore, there is more information available about this population than 
there is about others. It is only in the last decade that the literature has expanded to 
include men, physical abuse, emotional or psychological abuse, and neglect (e.g., Briere, 
1992; Gauthier, Stollak, Messe, & Aronoff, 1996; Malinosky-Rummel, & Hansen,
1993). The following review gives an overview of what is known about the long-term 
consequences of child abuse, beginning with a few statements about some of the 
methodological issues associated with this kind of research.
Methodological Issues
The main methodological issues associated with the long-term effects of 
childhood abuse are the use of retrospective studies and the use of clinical samples (e.g., 
Briere & Runtz, 1988; Browne & Finkelhor, 1986; Neumann et al., 1996). Some 
problems related to retrospective research are the intentional or unintentional 
misrepresentation of childhood experiences resulting in unreliable reporting (Neumann 
et al., 1996) and the inability to establish causation due to third variable effects (Kazdin,
1998). Prospective or longitudinal studies are considered to be more methodologically 
sound because they document cases of abuse and they follow samples over time to
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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identify factors leading to associated symptoms (Kazdin, 1998). However, 
retrospective studies are used more often in this field because they are faster and easier 
to conduct (Briere & Runtz, 1988; Browne & Finkelhor, 1986; Neumann et al., 1996). 
Also, there is evidence that the problem of unreliable reporting may be somewhat 
exaggerated. For example, Brewin, Andrews, and Gotlib (1993) found that although 
bias and distortion has been shown to occur, there is substantial recall reliability between 
individuals’ self-reports and other sources of information such as parent reports and 
official documentations. With respect to the use of clinical samples, Browne and 
Finkelhor (1986) state that this creates problems because the participants are self­
selected and only the most serious cases seek help. This has the effect of exaggerating 
the sense of pathology associated with childhood abuse. Although the research 
associating the long-term consequences of childhood abuse contains some 
methodological problems, the fact that there is agreement across studies using different 
populations and methods leaves little doubt that childhood abuse is responsible for 
various adverse effects that continue into adulthood (Briere, 1992).
Childhood Sexual Abuse
Using self-report questionnaires, a retrospective study compared the 
symptomatology of women who reported histories of childhood sexual abuse with that 
of women who did not report such histories (Briere & Runtz, 1988). Discriminant 
analysis revealed that women who reported childhood sexual abuse histories endorsed 
significantly higher levels of acute and chronic dissociation (c = .603), somatization (c = 
.723), anxiety (c = .630), and depression (c = .560). Pearson correlation analysis 
indicated a number of significant relationships between abuse variables and 
symptomatology. Age of oldest abuser was positively related to anxiety (r = .26) and 
acute and chronic dissociation (r = .43 and r = .30, respectively). Use of threat or force
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
was associated with higher acute somatization (r = .26). Parental incest was associated 
with chronic somatization (r = .28), anxiety (r = .34), and chronic dissociation (r = .29).
Browne & Finkelhor (1986) conducted a qualitative literature review of 
empirical studies that investigated the long-term correlations of childhood sexual abuse. 
Browne and Finkelhor stated that the most frequently reported long-term correlations 
include depression, anxiety, self-destructive tendencies, tension, negative self-concept, 
feelings of isolation and stigmatization, vulnerability to revictimization, interpersonal 
difficulties, and sexual problems including avoidance and/or promiscuity. Similar 
symptoms were reported regardless of whether clinical or nonclinical samples were 
used. These results agree with more recent prospective studies conducted by Banyard 
and Williams (1996) and Noll, Trickett, and Putman (2003). Browne and Finkelhor 
noted that although sexual abuse victims as a whole demonstrated impaired functioning 
compared to people who were not victimized, less than one-fifth exhibited serious 
psychopathology. They stated that this illustrates that extreme effects are not inevitable 
and this should bring reassurance to victims; however, it does not indicate that long-term 
impairment should not be taken seriously.
Similarly, a controversial meta-analysis based on college samples (Rind, 
Tromovitch, & Bauserman, 1998) indicated that child sexual abuse does not necessarily 
cause detrimental psychological effects. The resulting unbiased effect size estimate 
based on 15,912 participants was r  = .09 indicating that students who were sexually 
abused were significantly less psychologically adjusted than were controls; however; the 
difference was small. Also, the association between child sexual abuse and adjustment 
became nonsignificant when family environment was controlled for. Rind et al. 
qualified their results by asserting that analysis at the population level estimates the 
typical case and obscures individual cases so these findings should not be construed to 
imply that child sexual abuse never causes intense harm. They stated that what the
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
findings do imply is that the negative effects of child sexual abuse for most individuals 
have been overstated, especially in males who perceived their sexual encounter as 
positive and considered themselves as willing participants. Rind et al. suggested 
labeling willing sexual encounters between adults and children as adult-child sex rather 
than child sexual abuse in order to distinguish between willing and unwilling adult and 
child sexual encounters. The investigators did not suggest that moral or legal definitions 
of child sexual abuse should be changed. This study was misinterpreted as support for 
pedophilia and set off stormy political and social controversies which resulted in the 
article being condemned by the United States Congress (Sher & Eisenberg, 2001). Some 
researchers (e.g., Oellerich, 2000) supported the Rind et al. article on the grounds of 
scientific freedom to report politically incorrect findings. Others criticized the manner in 
which Rind et al. presented their findings. For example, Rind et al.’s suggestion to 
redefine child sexual abuse to exclude willing child-adult sexual encounters implies that 
children are capable of consenting to sex with adults. Most experts contend that 
although children may, at times, believe that they have consented to sex with adults, it is 
more likely that they have been manipulated or coerced by the adults (Ondersma et al., 
2001). Still others have criticized the methodology employed by Rind et al. such as the 
restriction of meta-analysis to a limited population, omission of selected literature, and 
the artificial separation of the effects of family environment from the context of child 
sexual abuse (Ondersma et al., 2001; Whittenburg, Tice, Baker, & Lemmey, 2001).
In contrast to Rind et al.’s (1998) findings, Neumann and colleagues (1996) conducted a 
meta-analytic review of the literature pertaining to long-term sequelae of childhood 
sexual abuse in women. They found that the aggregation of 38 studies yielded a mean 
weighted effect size of d = .37 indicating that there was a small to medium relationship 
between a history of child sexual abuse and negative long-term sequelae such as anxiety, 
anger, depression, revictimization, self-mutilation, sexual problems, substance abuse,
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obsessions and compulsions, dissociation, post-traumatic stress responses, and 
somatization. Particularly strong relationships were found between history of abuse and 
revictimization (d  = .67) and posttraumatic stress responses (d = .52). These results are 
in agreement with those of Rodriquez, Ryan, Kemp, and Foy (1997) and with those of 
Cloitre, Scarvalone, and Difede (1997).
Childhood Physical Abuse
Malinosky-Rummel and Hansen, (1993) reviewed the research that examined the 
long-term consequences of childhood physical abuse. They included both retrospective 
and prospective studies. They found that there was a very strong relationship between 
childhood physical abuse history and current familial and nonfamilial violence, 
especially in males who had substance abuse problems in addition to history of abuse. 
History of physical abuse was also associated with self-injurious and suicidal 
behaviours, anxiety, depression, somatization, dissociation, and psychosis. These results 
were found in various populations including: adults, females, males, inpatients, and 
members of communities.
Childhood Emotional Abuse
Emotional or psychological maltreatment is thought to be the core issue that 
underlies all forms of child abuse and neglect (Garbarino, Guttmann, & Seeley, 1986; 
Garbarino & Vondra, 1987; Hart, Binggeli, & Brassard, 1998). Although emotional 
abuse is common (Bingelli et al., 2001), very little has been published about it. This 
may be partially due to the lack of standards and definitions to identify it (Jellen, 
McCarroll, & Thayer, 2001). Emotional abuse usually refers to a pattern of adult 
behaviours that attacks or undermines the child’s development of self and social 
competence. This pattern can include such behaviours as: rejecting, degrading, 
terrorizing, isolating, corrupting, and exploiting (Garbarino et al., 1986). Emotional 
abuse is considered to be an especially harmful kind of abuse due to its ability to distort
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perceptions and assumptions about the self, others, the environment, and the future 
(Briere, 1992). The most common long-term correlate of emotional abuse is low self­
esteem (Elam & Kleist, 1999; Gross & Keller, 1992; Mullen, Martin, Anderson,
Romans, & Herbison, 1996). Elam and Kleist conducted a qualitative review of the 
literature on the long-term effects of various types of childhood abuse. They noted that 
studies generally agree that although sexual and physical abuse may be intermittent, 
psychological abuse or emotional neglect is more constant and this constancy may have 
more damaging effects throughout life than do other forms of abuse.
Differential Effects o f  Childhood Abuse Types
Several studies examined the differential long-term effects of various types of 
childhood abuse on adult functioning. For example, Mullen et al. (1996) examined the 
associations between reported histories of sexual, physical, or emotional abuse with 
negative adult outcomes as well as the potential interactions among these experiences. 
Postal questionnaires were sent to 2,250 women who were randomly selected from 
electoral polls of a university city with a population of 130, 000. The questionnaires 
contained questions on general health, mental health, demographics, social support, 
experience of sexual and physical abuse, and experience of emotional abuse and 
deprivation. The return rate was 61% of the entire sample. A subgroup of these women 
was invited for personal interviews. There were 107 (21.5%) women in the interview 
sample who reported experiencing some form of abuse during childhood which fell 
within criteria for the analysis. The control group consisted of 390 interviewees who did 
not meet criteria for any of the three forms of abuse.
The results of Mullen et al.’s (1996) study showed that victims of one form of 
abuse were more likely to have experienced other forms of abuse than nonvictims and 
that a history of any form of abuse was related to increased rates of psychopathological 
symptoms such as depression and anxiety, sexual difficulties, decreased self-esteem, and
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interpersonal problems. Also, those who reported more than one form of abuse 
demonstrated more adverse effects than those who reported only one form. For 
example, 24.2% of those who reported a single type of abuse reported clinically 
significant psychiatric symptoms compared to 60.0% of those who reported all three 
forms of abuse. According to Mullen et al., the most striking finding was the similarity 
of the patterns of difficulties across abuse types. There were no significant differences 
across abuse types; however, there were a few trends. Sexual abuse had a tendency to be 
associated with sexual difficulties and physical abuse had a tendency to be related to 
marital breakdown. As mentioned previously, emotional abuse was especially 
associated with low self-esteem. Similar results were found by Davis, Petretic-Jackson, 
and Ting (2001) and Silverman, Reinherz, and Giaconia (1996). These researchers also 
found increased rates of posttraumatic stress symptoms among abuse survivors.
Gauthier and his colleagues (1996) examined the differential effects of neglect 
and physical abuse on adult symptomatology and attachment styles in male and female 
university students. Neglect is generally considered to be a form of emotional or 
psychological abuse (Glaser, 2002) and is defined as the deprivation of positive 
emotional support or stimulation (Briere, 1992). Gauthier et al. found that those who 
reported neglect were more likely than those who reported abuse to endorse adverse 
effects. Gauthier et al. proposed that the lack of parent-child interaction characterized by 
neglect may be even more psychologically harmful to children than is the negative 
interaction in physical abuse because a neglectful environment may be the equivalent of 
complete psychological abandonment.
Consistent with the results of Gauthier et al. (1996), Zlotnick et al. (2001) also 
found more adverse psychological effects in adults who reported histories of childhood 
neglect compared to those who reported abuse. These researchers found that childhood 
neglect was significantly associated with higher levels of alexithymia them was
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
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childhood abuse. Alexithymia is a disturbance in the identification, communication, 
cognitive processing, and elaboration of emotion and is thought to interfere with 
adaptive psychological functioning by limiting the ability to think about and use 
emotions to cope with stressful situations (Taylor, Bagby, & Parker, 1997). Alexithymia 
has been shown to play a mediating role between history of childhood maltreatment and 
other long-term effects such as self-injurious behaviour (Paivio & McCulloch, 2004) and 
interpersonal difficulties (Turner & Paivio, 2002). Zlotnick et al. suggested that their 
results support the view that unresponsive caretakers contribute to their children’s 
development of emotional disturbances by failing to teach their children how to label 
emotions with words, to discriminate emotions, and to trust emotional responsiveness to 
interpret events. Although Zlotnick et al. found higher rates of alexithymia in those who 
reported neglect, high rates of alexithymia have also been found in those who reported 
histories of childhood abuse and those who reported other types of trauma such as 
combat, life-threatening illness, and concentration camp experience (e.g., Berenbaum, 
1996; Shipko, Alvarez, & Noviello, 1983).
Trauma Research 
Trauma-Related Symptoms 
Trauma is an emotional disturbance that results from a mental shock or physical 
injury and is associated with feelings of intense fear, loss of control, and/or horror 
(Herman, 1992). Traumatic events include: personal exposure to or the witnessing of 
events that involve threats to life or bodily integrity, or encounters with violence and/or 
death. Some examples are military combat, violent assaults, childhood abuse, manmade 
or natural disasters, and automobile accidents. Exposure to extreme trauma may lead to 
the development of PTSD (American Psychiatric Association, 2000).
According to the Diagnostic and Statistical Manual of Mental Disorders, Fourth 
Edition, Text Revision (DSM-IV-TR; American Psychiatric Association, 2000), several
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symptoms are associated with PTSD. These symptoms are: reexperiencing of the 
traumatic event, dissociation (i.e., flashbacks), intense psychological distress, avoidance, 
diminished responsiveness, feelings of detachment, sleep disturbances, hypervigilance, 
concentration difficulties, irritability or outbursts of anger, interpersonal difficulties, and 
survivor guilt. PTSD has also been shown to be associated with increased rates of Major 
Depressive Disorder, Substance-Related Disorders, Panic Disorder, Agoraphobia, 
Obsessive-Compulsive Disorder, Generalized Anxiety Disorder, Social Phobia, Specific 
Phobia, and Bipolar Disorder. These can precede, follow, or appear concurrently with 
PTSD (American Psychiatric Association, 2000).
PTSD may be especially severe and long lasting when the trauma is of 
interpersonal nature such as in childhood abuse, rape, domestic violence, and other kinds 
of assaults. These kinds of trauma often result in a combination of associated symptoms 
in addition to the PTSD symptoms mentioned above. For example any or all of the 
following symptoms may be present: impaired affect modulation, self-destructive and 
impulsive behaviour, dissociative symptoms, somatic complaints, feelings of 
ineffectiveness, shame, despair, hopelessness, feeling damaged, loss of faith or beliefs, 
hostility, social withdrawal, feeling threatened, and impaired interpersonal relationships 
(American Psychiatric Association, 2000). Herman (1992) identified a syndrome of 
these related symptoms and called it “Complex PTSD”. These symptoms describe a 
presentation that reflects the profound impact that traumatic experiences may have on 
self-regulation, self-definition, interpersonal functioning, and adaptational style (Roth et 
al., 1997) and are consistent with the empirical findings associated with the long-term 
consequences of childhood maltreatment (e.g., Briere & Runtz, 1988; Browne & 
Finkelhor, 1986; van der Kolk et al., 1996). Herman stated that survivors of prolonged 
childhood abuse develop personality characteristics related to these symptoms including: 
identity disturbances, interpersonal difficulties, and vulnerability to repeated harm. The
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interested reader is referred to Herman (1992) for an in-depth discussion of the 
development of these characteristics in children who are raised in abusive environments.
Emotional Disorder Related to Interpersonal Trauma 
Paivio and Greenberg (2000) summarized and reviewed the literature associated 
with the use of emotionally focused therapy for interpersonal trauma and conceptualized 
the effects of exposure to interpersonal trauma as sources of emotional disorders. Paivio 
and Greenberg identified three main sources: 1) the physiological effects of excessive 
emotional arousal, 2) the maladaptive effects of using avoidance as a coping strategy, 
and 3) the disruptive effects of maladaptive emotional meanings.
First, violence and threats of violence can result in excessive emotional arousal 
that becomes encoded in memory. The physiological effects of this arousal may lead to 
the increased arousal related symptoms of PTSD such as chronic hypervigilance, 
exaggerated startle response, and sleep disturbances (American Psychiatric Association, 
2000). Fear associated with the original trauma can continue to be reexperienced and 
inappropriately set off alarm reactions that activate the associated memories. Situations 
that are similar to past traumatic experiences can trigger these memories as well (Paivio 
& Greenberg, 2000). In addition to fear, childhood abuse is often associated with 
intense feelings of anger, sadness, and shame. The intensity and chronicity of these 
feelings can overwhelm the survivor and result in disturbances in learning, behaviour, 
and social relations (Paivio & Laurent, 2001).
The second source of emotional disorder delineated by Paivio and Greenberg 
(2000) is the use of overcontrol or avoidance of important emotional experience as a 
coping strategy. During the original trauma event, avoidance is an adaptive strategy 
because it keeps the victim from becoming overwhelmed. But chronic avoidance of 
important emotional experiences has been shown to have negative effects. For example, 
the constant stress and tension that is associated with suppression of emotions can lead
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
14
to health problems (Pennebaker & Beall, 1986), anxiety disorders, or rage (Barlow, 
1988). In the absence of environmental support, children who are abused learn to rely 
on such strategies as dissociation, disavowal, and overcontrol to manage painful 
emotions. This separates survivors from important information associated with 
emotional experiences, interferes with processing the negative emotions, and has the 
effect of keeping childhood abuse issues unresolved (Paivio & Laurent, 2001). In 
addition, avoidance maintains symptoms of PTSD by preventing integration of the 
traumatic events into the individual’s world view (Resick & Schnicke, 1992).
The third source of emotional disorder elucidated by Paivio and Greenberg 
(2000) is the development of maladaptive emotional meaning. Most individuals have 
fundamental assumptions that the world is safe and meaningful and the self is worthy. 
Traumatic experiences “shatter” these assumptions (Janoff-Bulman, 1992). For 
example, repeated exposure to traumatic events in childhood can lead to a core sense of 
self as worthless and vulnerable, a view of others as dangerous and untrustworthy, and a 
view of the world as an unsafe and unpredictable place (Herman, 1992).
Trauma Therapy
As can be surmized from the above discussion, trauma can result in severe 
emotional disturbances. Various kinds of treatments have been used to address these 
disturbances. According to Solomon and Johnson (2002), the most common treatments 
for victims of trauma are individual psychotherapy, group therapy, family therapy, and 
pharmacotherapy. These have been applied to various trauma populations, such as 
victims of rape, domestic violence, childhood abuse, accidents, combat, terrorism, and 
disaster. The following section focuses on psychosocial therapy for disturbances due to 
trauma of interpersonal nature.
To date, the most systematically studied psychosocial trauma therapies are based 
on cognitive behavioural therapy techniques, such as exposure and cognitive
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restructuring (Solomon & Johnson, 2002). Exposure treatment involves the 
confrontation of, and habituation to, feared memories or situations (Foa et al., 1991). 
Cognitive restructuring techniques address cognitive distortions about the self and the 
world that play a role in the maintenance of PTSD symptomatology (Resick & Schnicke, 
1992).
Foa and her colleagues (e.g., Foa et al., 1999; Foa, Riggs, Massie, Yarczower, 
1995; Foa et al., 1991) systematically evaluated the efficacy of exposure therapy in 
alleviating PTSD and related symptoms such as depression and anxiety in female 
victims of rape. Results indicated that prolonged exposure (PE) was consistently 
associated with significantly greater reductions in both PTSD and global 
symptomatology at post-treatment than was the waitlist condition. For example, effect 
sizes (Cohen’s d) comparing PE to a waitlist condition at post-treatment were 1.92 for 
PTSD symptoms, 1.47 for depression, and 1.44 for anxiety (Foa et al., 1999). Generally, 
when PE was compared to other treatments, there were no significant differences on 
most measures of distress. However, at follow-up PE was associated with significantly 
reduced PTSD symptoms compared to both a stress reduction intervention and a 
supportive counseling intervention. Effect sizes were .21 and .64, respectively (Foa et 
al., 1991).
The rationale for the use of exposure therapy for trauma is based on the premise 
that fear and avoidance develop through stimulus-response conditioning. Namely, the 
traumatic memory is the stimulus and fear is the conditioned response. Avoidance of the 
memory is essentially the removal of an aversive stimulus. This temporarily decreases 
the fear but acts as negative reinforcement by increasing the avoidance behaviour. 
According to the principle of extinction, emotional responses eventually weaken when a 
conditioned stimulus (the trauma memory) is not followed by the unconditioned stimulus 
(the threat or injury of the original trauma). Avoidance of the memory interferes with
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extinction of the fear by keeping the individual from experiencing the memory 
without the threat or injury of the original trauma. Exposure to the memory in a safe 
environment that is contrary to the original trauma allows extinction of the fear to take 
place (Perrotto & Culkin, 1993).
Foa and Kozak (1986) proposed that in addition to stimulus-response 
associations, the meanings of these associations are also important for the development 
of PTSD. Expanding on Rachman’s (1980) and Lang’s (1977) theories of emotional 
processing, Foa and Kozak suggested that in order to alter the fear network associated 
with PTSD, the fear memory and the associated emotions must be activated at the same 
time that corrective information, incompatible with fear, is provided to the client. The 
client can then integrate this new information into the memory. Foa and Kozak 
hypothesized that exposure therapy produces change in trauma memory through: (1) 
habituation to feared stimuli, (2) reevaluation of the probability of threat in feared 
situations, and (3) reduced negative feelings associated with fear responses.
Although exposure therapy has shown success in the alleviation of PTSD 
symptoms, there are several limitations associated with its use. For example, Scott and 
Stradling (1997) reported that almost half of their clients found exposure therapy 
aversive and therefore did not comply with it. However, those who did comply were 
more likely to improve. Another limitation of exposure therapy is symptom 
exacerbation. For example, Kilpatrick and Best (1984) stated that exposure exacerbates 
symptoms of anxiety. This exacerbation may influence victims to prematurely terminate 
therapy and make them less likely to undergo therapy in the future. Conversely, Foa, 
Zoellner, Feeny, Hembree, and Alvarez-Conrad (2002) suggested that exposure therapy 
may be associated with exacerbation of anxiety symptoms, but this is only temporary 
and does not affect treatment gains. A third limitation is that although exposure therapy 
has been shown to be effective in the alleviation of intrusive symptoms of PTSD such as
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hyperarousal, nightmares, and flashbacks, it has not been found to be effective for the 
constrictive symptoms of PTSD such as numbing, avoidance, and social withdrawal 
(Solomon & Johnson, 2002). Constrictive symptoms have been shown to be especially 
common in individuals who have suffered from the trauma of childhood abuse (Briere, 
1992,2002; Herman, 1992). In addition, exposure therapy is limited in its use as a 
therapeutic corrective interpersonal experience. This aspect of therapy is particularly 
important for treatment for child abuse issues (Olio & Cornell, 1993).
Resick and Schnicke (1992) developed Cognitive Processing Therapy (CPT) for 
rape victims suffering from PTSD. According to these researchers, exposure therapy 
may assist in the alteration of the feared memory so that threat cues are reevaluated and 
habituated, but other maladaptive cognitions and beliefs may remain unchanged. CPT 
focuses on victims’ internal conflicts between beliefs that were present before the trauma 
versus those that are present after the trauma. Resick and Schnicke compared CPT with 
a comparable waitlist group. The results indicated that the female victims of rape who 
underwent CPT improved significantly from pre- to post-treatment on both PTSD and 
more global measures of symptom distress. The average pre- to post-treatment effect 
size was .93. The comparison group did not significantly change from pre- to post­
assessment (effect size = .05).
Resick, Nishith, Weaver, Astin, and Feuer (2002) compared CPT with prolonged 
PE (Foa et al., 1991) in rape victims. Of those who completed treatment, less than 20 
percent still met criteria for PTSD at post-treatment and at three- and nine-months 
follow-ups. Both CPT and PE were superior to a minimal attention waitlist condition, 
and there were no significant differences between the two active treatments on most 
outcome measures. However, there was a trend for more CPT than PE clients to have 
good end-state functioning (53% versus 37%), suggesting that CPT may be more
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beneficial than PE for alleviating some of the more global symptoms that are often 
related to trauma such as depression and interpersonal difficulties.
Eye-Movement Desensitization and Reprocessing (EMDR) is a controversial 
treatment for PTSD that combines saccadic eye-movements with exposure therapy and 
cognitive processing (Solomon & Johnson, 2002). This treatment was first introduced 
by Shapiro (1989a, 1989b). During EMDR, clients are required to maintain awareness 
of an image of a traumatic memory and report negative self-cognitions, emotions, and 
physical sensations. At the same time, saccadic eye-movements are induced by asking 
clients to visually follow repeated side-to-side movements of the therapist’s finger. 
According to Shapiro (1989b), this method results in desensitizing clients to the trauma 
memory. Negative self-cognitions are then restructured to reflect a more positive view 
of the self. Since the conception of the treatment, Shapiro has redefined the role of the 
eye-movements and the number of necessary sessions (Shapiro, 1994; 1996). Although 
there has been some controversy surrounding this treatment due to its poorly developed 
theoretical rationale and because of the inflated initial claims by its founder (Solomon & 
Johnson, 2002), a recent meta-analysis (Davidson & Parker, 2001) demonstrated that 
EMDR was more effective in alleviating PTSD symptoms and more global symptoms of 
psychological distress than was no treatment. The median effect size was strong (r =
.44, d = 0.98). EMDR was also found to be effective compared to nonspecific 
treatments (r = .40, d -  0.87). However, EMDR was no more or less effective than other 
exposure methods {r = .19, d=  0.39). Similar results were found by Van Etten and 
Taylor (1998).
Trauma Therapy for Childhood Abuse Survivors
Herman (1992) recommended three general phases or stages for the treatment of 
trauma including the trauma of childhood abuse. The central tasks of the first phase are 
the establishment of safety in the therapeutic relationship and the restoration of the
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survivor’s sense of power and control. In the second phase the focus is on exposure 
to the memories and emotions related to the trauma by encouraging the survivor to tell 
the story of his or her abuse in detail. According to Herman, the act of telling the story 
in the safety of the therapeutic relationship can change maladaptive processing of the 
traumatic memory so that it can be integrated into the person’s life story. The central 
task of the third stage is reconnection with others. Herman recommended group 
treatment to complement intensive, individual treatment in order to provide the 
opportunity for the survivor to interact with others who have suffered similar traumas 
thereby reducing feelings of isolation, shame, and stigma. She also stated that trauma 
treatment in general should be comprehensive, addressing biological, psychological, and 
social aspects of the trauma related characteristics and symptoms.
Briere (1992, 2002) also recommended phase-like treatment for child abuse 
trauma. The central aspect of his abuse-focused (1992) or self-trauma (2002) models is 
the recognition that adults abused as children are survivors who possess the strengths to 
survive extreme difficulties. Clients are seen as people whose lives have been shaped by 
toxic environments not as people who have psychological disorders. Maladaptive 
behaviours are seen as logical extensions of childhood experiences which were used to 
accommodate early victimization. The goal is not recovery per se but growth and 
development using survivors’ existing skills. This approach endorses greater awareness 
of the past and present and provides survivors with the opportunity to discover and 
address the sources of their dissatisfaction.
Briere (1992, 2002) recommended that the first few sessions focus on 
assessment, development of self-resources and coping skills, and building safety and 
support in the therapeutic relationship. The next step in treatment entails carefully 
titrated exposure to trauma memories. The major goal of controlled access to trauma is 
the desensitization and integration of painful emotions and previously avoided or
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repressed memories. This approach also stimulates the development of affect 
regulation skills by encouraging the survivor to confront and process manageable 
emotions while at the same time discouraging the use of affect avoidance techniques 
such as dissociation. Cognitive restructuring is used to change distorted perceptions of 
self, others, the future, and the world. The last step includes processing the cognitions 
and emotions connected with the trauma-specific memories and resolution.
In line with the recommendations made by Briere (1992,2002) and Herman 
(1992), Cloitre Koenen, Cohen, and Han (2002) developed a two-phase treatment for 
child abuse survivors that combines skills training and exposure therapy. The first phase 
provides skills training in two areas that have been shown to be disrupted in child abuse 
survivors: affect regulation and interpersonal capacity (Cloitre et al., 1997; Liem, 
O’Toole, & James, 1996; van der Kolk & Fisler, 1994; Zlotnick, 1999). The second 
phase addresses PTSD symptoms through exposure therapy. The rationale for 
addressing affect dysregulation and interpersonal disturbances before exposure therapy 
is that these kinds of problems have been shown to interfere with successful exposure 
treatment (Chemtob, Novace, Hamada, Gross, & Smith, 1997; Jaycox & Foa, 1996).
Cloitre et al. (2002) compared the two-phase treatment described above with a 
minimal-attention waitlist control. The participants were 58 adult women (31 in the 
active treatment and 27 in the waitlist condition) who suffered from PTSD related to 
childhood abuse. Forty-eight percent of the sample experienced both sexual and 
physical abuse, 39% experienced sexual abuse only, and 13% experienced physical 
abuse only. Cloitre et al. found that clients who underwent the active treatment showed 
significantly greater improvement in affect regulation ability, interpersonal skills, and 
PTSD symptoms compared to a waitlist control. Effect sizes comparing the treatment 
with the control at post-treatment were d=  1.03 to <7= 1.30 for PTSD measures, d = .73 
to d  = 1.60 for affect regulation measures, and d = .82 to d -  .96 for interpersonal skills
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measures. Also, successful outcome of the first phase predicted successful outcome 
of the second phase which suggests that increasing interpersonal and emotion regulation 
skills before exposure treatment may be a valuable approach for the treatment of child 
abuse survivors.
Smucker, Dancu, Foa, and Niederee (2002) combined exposure therapy with 
imagery rescripting for clients who were sexually abused as children. Imagery 
rescripting involves changing the abuse imagery to mastery imagery (i.e., visualizing the 
adult self entering the abuse situation in order to assist the child self). According to 
Smucker at al., this technique modifies recurring victimization imagery and identifies, 
explores, and challenges maladaptive abuse-related cognitive schemas. Preliminary 
outcome data have suggested that this treatment shows promise as a useful treatment for 
the alleviation of PTSD symptoms in child sexual abuse survivors (Dancu, Foa, & 
Smucker, 1993).
Chard, Weaver, and Resick (1997) adapted CPT for adult survivors of childhood 
sexual abuse (CPT-SA). These researchers described a pilot study (N = 15) that showed 
significant success in the alleviation of PTSD and global symptoms of psychological 
distress after treatment with CPT-SA. Owens, Pike, and Chard (2001) compared the 
effectiveness of CPT-SA with that of a minimal-attention waitlist control. The 
participants were 53 adult women (25 in the active treatment and 28 in the control 
condition) with histories of childhood sexual abuse. Owens et al. found significant 
improvements in cognitive distortions both after treatment with CPT-SA and at follow- 
up. Together, these studies indicate that CPT-SA may be an effective tool to alleviate 
symptomatology related to childhood sexual abuse.
More recently, McDonagh et al. (2005) compared cognitive behavioural therapy 
(CBT) with a problem solving therapy and a waitlist control. The participants were 74 
adult women (29 in CBT, 22 in problem solving therapy, and 23 on the waitlist) with
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histories of childhood sexual abuse. Of those who completed the study, 47.1% of the 
participants in CBT, 35.0% in problem solving therapy, and 20.0% on the waitlist no 
longer met criteria for PTSD diagnoses. On measures of cognitive distortions, 
depression, and anxiety both treatment groups improved significantly compared with the 
waitlist but did not differ from each other. Follow -up analyses indicated that both CBT 
and problem solving therapy were associated with sustained symptom reduction.
In agreement with Herman’s (1992) recommendations, group therapy has been 
commonly used for clients suffering from the trauma of childhood abuse. Several 
studies have investigated the efficacy of group therapy for this population. To date, 
virtually all of the studies have focused on female survivors of sexual abuse. For 
example, Alexander, Neimeyer, Follette, Moore, and Harter (1989) provided the first 
empirical data supporting the use of time-limited group therapies. Sixty-five women 
were randomly assigned to one of three conditions: a trauma-focused interpersonal 
transaction group, a present-focused interpersonal process group, and a waitlist 
condition. The investigators found that both types of group therapy were significantly 
more effective in alleviating general distress than was no treatment. There were no 
differences between the two active treatments except that only the process group showed 
improvement in social adjustment. These results are consistent with those of Saxe and 
Johnson (1999) and those of Morgan and Cummings (1999).
Zlotnick and colleagues (Zlotnick et al., 1997; Wolfsdorf & Zlotnick, 2001) 
developed a group therapy that targets affect management rather than confrontation of 
trauma memories. This therapy emphasizes skill acquisition, symptom reduction, and 
stabilization. It is based on the stage approach to trauma treatment recommended by 
Herman (1992). According to Zlotnick and colleagues, affect management group 
therapy may form a foundation for later stages of treatments that focus on exposure to 
trauma memories. Preliminary results indicated that those who completed the affect
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management treatment group (n = 17) reported significantly fewer PTSD symptoms 
and dissociation than did those in the waitlist control condition (n = 16).
Summary
To date, systematic research for treatment for trauma-related disturbances due to 
childhood abuse is in the preliminary stages. Exposure techniques show promise in 
alleviating PTSD symptoms but do not address other disturbances stemming from child 
abuse such as affect dysregulation, and intrapersonal and interpersonal difficulties 
(Herman, 1992). Other techniques show promise in alleviating these disturbances, but 
their almost exclusive focus on female survivors of sexual abuse makes it difficult to 
generalize their findings to include males and survivors of other types of childhood 
abuse. Although the various treatment modalities may differ in their focus and methods, 
there is a striking consensus that treatments for childhood abuse survivors should be both 
phase-oriented and multi-modal (e.g., Briere, 1992,2002; Cloitre et al., 2002; Herman,
1992). Recently, an emotionally focused experiential therapy for adults who were 
abused as children (Paivio & Nieuwenhuis, 2001) has been developed that is congruent 
with this consensus. However, before this therapeutic modality is reviewed, the 
background associated with current experiential therapy is discussed.
Current Experiential Therapy Theory
The fundamental assumption underlying current experiential therapy theory is 
that subjective internal experience or phenomenology (thoughts, feelings, needs, 
meanings, and bodily experience) is a primary source of information about the self, and 
enhancing awareness of this internal experience guides behaviour and promotes adaptive 
functioning. This framework originated with the early pioneers of this model (e.g., 
Gendlin, 1962; Peris, 1969; Peris etal., 1951; Rogers, 1950, 1959).
According to Rogers’ (1959) client-centered theory, personal meaning consists of 
emotion and cognition experienced together at any given moment, and psychological
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health is promoted by conscious awareness and acceptance of previously denied 
feelings. Rogers (1950) defined a client’s exploration of these previously denied 
feelings as experiencing. Successful psychotherapy was thought to promote 
experiencing and result in moving clients from pathology to optimum level of 
personality functioning (Rogers, 1959). Experiencing was seen as a reflection of a 
person’s phenomenology and became a key element in client-centered and experiential 
models of psychotherapy.
In agreement with Rogers, Gendlin (1962) saw experiencing as central to 
authentic and in-depth self-understanding. Gendlin’s ideas came from the perspective of 
phenomenological philosophy. In 1962 he offered his theoretical refinement of 
experiencing and its relationship to psychotherapy. He stated that experiencing could be 
referred to as “feeling” but is more accurately described as the present “flow of feeling”. 
This feeling is associated with an inner bodily sense or “inner referent” that is broader 
than can be put into words at any given moment. Words or symbolizations given to the 
feeling create personal meanings which can change from moment to moment as various 
aspects of the feeling are attended to. According to Gendlin, experiencing is not the 
same as emotion. Emotional arousal may begin the process of experiencing by tapping 
into information connected to emotions. But, as clients become engaged in the process 
of experiencing, emotional arousal decreases and cognitive processes increase as clients 
symbolize and reorganize information to create new meanings. However, during 
experiencing, clients remain very much aware of their emotions. In his more recent 
work, Gendlin (1982, 1996) increasingly specified the steps of change towards more 
satisfying living such as using focusing to solve problems.
Another important contribution to experiential theory came from the Gestalt 
perspective. Peris and his colleagues (Peris, 1969; Peris et al, 1951) postulated that the 
natural development and differentiation of emotion acts as a guide to behaviour.
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According to this view, awareness of emotions is essential. Emotions become 
blocked from awareness as the result of conflicts, unfinished business with significant 
others, abuse, and/or self-concept difficulties. Blocking is the result of avoidance of 
painful or unwanted emotions. Peris (1969) stated that the ability to endure unwanted 
emotion is crucial to a successful cure. The problem with this undifferentiated view of 
“getting in touch with feelings” is that not all emotion is adaptive. Increasing emotional 
awareness, arousal, or depth of experience of some emotions may at times be counter 
therapeutic. For example, increasing the intensity and awareness of the shame and 
hopelessness that is often associated with childhood abuse may further distress clients 
rather than heal them (Greenberg & Paivio, 1997). Recent theoretical advances in 
experiential therapy have led to the development of a more explicit view of working 
with emotion in psychotherapy (Greenberg & Paivio, 1997; Greenberg et al., 1993).
Current experiential therapy theory draws on principles of cognitive psychology, 
emotion theory, and attachment theory (Greenberg & Paivio, 1997; Greenberg et al., 
1993). According to Greenberg and his colleagues, cognitive psychology describes a 
number of features of mental functioning that are relevant to psychotherapy, these are 
perception, attention, memory, learning, thought, language, and information and 
schematic processing. Cognitive processes are crucial in understanding human 
information processing and meaning construction; however, as explained below, 
emotions are crucial in understanding human functioning (Greenberg et al., 1993).
According to current emotion theory (e.g., Fridja, 1986; LeDoux, 1996), 
emotions are a valuable source of adaptive information that assist in the organization of 
thoughts and actions Emotions are biologically older and have a more rapid activation 
than do cognitions, especially in situations associated with survival (Darwin,
1872/1955). Strange or dangerous situations set off preconscious alarms, cognition then 
analyzes the situation and plans for action. It is the integration of emotion and reason
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that results in the most adaptive functioning. Emotion tells us what is important to us 
and assists in setting goals, and reason helps us determine the best ways to reach these 
goals (Greenberg & Paivio, 1997).
Emotional experience consists of a complex combination of feelings and 
meanings. Greenberg et al. (1993) state that feelings are automatically produced by the 
activation of emotion schemes or structures which are defined as “internal synthesizing 
structures that preconsciously process a variety of cognitive, affective, and sensory 
sources of information to provide our sense of personal meaning” (p. 5). This concept is 
similar to that of schematic processing used in cognitive psychology. Although these 
mental structures contain information from various modalities, Greenberg and his 
colleagues refer to them as emotion schemes because it is the information associated 
with emotional experience that most greatly influences the construction of personal 
meaning. Emotion schemes organize and integrate cognition (appraisals, expectations, 
and beliefs) and motivation (needs, concerns, intentions, and goals) with affect 
(physiological arousal and sensory, bodily feeling) and action (motor responses and 
action dispositions). Emotion schemes form an internal model of the self experiencing 
the world and automatically guide emotional meaning. When activated, they help us 
determine what is meaningful to us and how we are coping with what is going on around 
us (Greenberg et al., 1993).
Emotion schemes or structures develop through previous learning experiences by 
internally representing one’s emotional reactions to various situations (Greenberg et al.,
1993). For example, an infant’s emotional reactions to having needs met or thwarted by 
primary caretakers become internally represented along with other situational cues such 
as the caretaker’s facial expressions and behaviours. These representations expand to 
form beliefs or expectations such as “my needs are important” or “my needs are not 
important”. These emotion structures form the basis for emotional experience and are
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
27
activated by present situations. Depending on the person’s previous learning 
experience, this can result in functioning that is either adaptive (i.e., enhances the 
person’s well-being) or maladaptive (i.e., disrupts the person’s well-being). Emotion 
structures that contain information that the individual is not consciously aware of 
influence behaviour automatically, often without the use of reasoning. Emotion 
structures that have been verbally symbolized into awareness provide the basis for the 
construction of personal meaning and subjective sense of reality. They also influence 
present situations, but allow individuals the freedom to choose how they will react 
(Greenberg et al., 1993).
In the last few decades, most major therapeutic modalities have recognized the 
importance of working with emotions in psychotherapy (Craske & Barlow, 1993; 
Greenberg, 2002; Foa & Kozak, 1986, 1998; Foa et al., 1991; Samoilov & Goldfried, 
2000; Stein, 1991). Greenberg and his colleagues (Greenberg & Paivio, 1997;
Greenberg et al., 1993; Greenberg & Safran, 1987) proposed a differentiated view of 
emotion and offered a taxonomy of emotions which is useful in guiding therapeutic 
interventions. According to Greenberg and his colleagues, emotions can be divided into 
three categories: primary, secondary, and instrumental. Each category can be further 
differentiated into adaptive and maladaptive emotional responses. Primary adaptive 
emotions are direct responses to situations; their adaptive value is obvious, some 
examples are sadness at loss, anger at violation, and fear at threat. Clients who suffer 
from emotional disturbances often avoid these kinds of emotions. These emotions must 
be activated in therapy in order to access adaptive information. Primary emotions 
become maladaptive when their responses are dysfunctional; for instance, fear of 
comfort or touch, or shame at self-expression. Responses such as these are usually 
rooted in aversive learning histories such as childhood abuse or invalidation. Secondary 
emotions are reactions to more primary emotional processes such as expressing
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
28
secondary anger when feeling primarily afraid or crying when feeling primarily 
angry. These emotions often act as defenses against feelings that are experienced as 
intolerable and/or vulnerable (Jarry & Paivio, 2006). Secondary emotions can also be 
responses to cognitive processes, such as feeling depressed when thinking about failure. 
These emotions are often the “bad feelings” that people want to change such as 
secondary reactions of hopelessness, helplessness, depression, anxiety, as well as 
secondary rage, fear, and shame. Instrumental emotions are experienced or expressed 
because of the effect that they have on others. They may be consciously intended in 
order to achieve a goal or they may be expressed habitually without conscious 
awareness. Some examples are the expression of anger in order to dominate or sadness 
to evoke sympathy. Maladaptive instrumental emotional reactions feel manipulative and 
superficial to others and have the effect of distancing rather than drawing others closer. 
Maladaptive primary, secondary, and instrumental emotions need to be accessed and 
explored for underlying components. The implication of working with emotions is that 
full expression and awareness of emotions access a person’s associated adaptive 
information which enhances the possibility of developing more functional responses 
(Greenberg & Paivio, 1997).
In addition to cognition and emotion, current experiential therapy theory 
(Greenberg & Paivio, 1997; Greenberg et al., 1993) also draws on principles of 
attachment (e.g., Bowlby, 1988; Sroufe, 1995). According to Bowlby (1988), parent- 
infant attachment behaviour has strong biological roots, the function of which is 
protection for the infant. However, the expressed attachment behaviour of individuals is 
learned from previous attachment experiences. An important feature o f attachment 
behaviour is the strong emotions that accompany it. If the attachment relationship is 
strong, there is joy and security. If the relationship is threatened, there is jealousy, 
anger, and anxiety. If the attachment is broken, there is grief and depression. Early
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parent-child attachment is important because it influences individuals’ later childhood 
and adult intrapersonal and interpersonal functioning (Bowlby, 1988; Sroufe, 1995). 
Sensitive, loving parenting leads to a secure parent-child attachment bond and is 
conducive to the development of interpersonal trust, self-confidence, intellectual 
curiosity, and empathy. Conversely, inconsistent availability, maltreatment, or neglect 
by caretakers is likely to lead to an insecure attachment bond which influences the 
development of fear of abandonment, insecurity, avoidance, anxiety, clinginess, self- 
centeredness, and emotion regulation difficulties. Greenberg and Paivio (1997) state that 
caretaker maltreatment or neglect often results in attachment difficulties that lead to an 
insecure sense of self. The goal in therapy is to strengthen the client’s sense of self 
through therapist validation and support and awareness of primary wants, needs, and 
concerns, such as the need for protection from others and the desire to take care of 
oneself.
Emotion Focused Trauma Therapy 
Emotion Focused Trauma Therapy (EFTT) for adult survivors of childhood 
abuse is a comprehensive, short-term (16-20 sessions), three-phase treatment that 
integrates current experiential therapy theory and research (e.g., Greenberg & Paivio, 
1997; Greenberg et al., 1993; Paivio & Greenberg, 1995), emotion theory (e.g., Fridja, 
1986; LeDoux, 1996), principles of exposure therapy (e.g., Foa et al., 1991), and trauma 
and child abuse research and recommendations (e.g., Briere, 1992, 2002; Herman,
1992). In EFTT, clients gradually become desensitized to feelings and memories 
associated with their victimization through telling their story, and it is this 
desensitization combined with the therapeutic relationship, the focus on accessing and 
reorganizing emotional experience, and the resolution of interpersonal issues with 
abusive and/or neglectful others that bring about psychotherapeutic change (Paivio & 
Shimp, 1998). EFTT was developed through a program of research that examined
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process and outcome of treatment for interpersonal issues in a general clinical 
population of clients. The treatment was based on an empirically-verified model of the 
process of resolving unfinished business with significant others using a Gestalt-derived 
empty-chair intervention in which the client engaged in a dialogue with the imagined 
significant other (Greenberg & Foerster, 1996; Greenberg & Malcolm, 2002). Steps that 
discriminated resolvers from nonresolvers were intense expression of emotion, 
expression of unmet interpersonal needs, and changed perceptions of self and other. 
Clients shifted to a stance of greater self-empowerment and self-esteem, and a more 
affiliative or differentiated perspective of the other. A short-term (12 sessions) treatment 
based on this model of resolution was found to be effective (Paivio & Greenberg, 1995). 
The results indicated that experiential therapy using the empty-chair procedure was 
associated with significantly greater improvement than was psychoeducational therapy 
on all outcome measures which included measures of general symptomatology, 
interpersonal distress, target complaints, unfinished business resolution, and perceptions 
of self and others. The sample included a subgroup of clients who were dealing with 
issues related to child abuse. Process analyses revealed unique features of therapy for 
these clients (Paivio, 1995, cited in Paivio & Nieuwenhuis, 2001). For example, 
confrontation of imagined abusive or neglectful others evoked fear and avoidance which 
then became the focus of ensuing therapy sessions. Therefore, EFTT incorporates 
exposure principles for overcoming the defenses of fear and avoidance (Briere, 1992, 
2002; Foa et al., 1991; Herman, 1992). To accommodate this additional work, more 
time (16-20 sessions versus 12 sessions) is allotted compared to the original treatment 
model.
According to Paivio and Shimp (1998), there are two fundamental assumptions 
associated with EFTT. First, emotions provide individuals with important information 
about their experiences. Second, emotions and emotional meanings must be accessed in
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order to alleviate emotional difficulties. The trauma associated with child abuse often 
results in the development of maladaptive emotion structures which, when activated, 
negatively influence emotional experience, perceptions, physiological reactions, and 
behaviour. These emotion structures need to be accessed and changed in therapy in 
order to create new meaning that is more conducive to adaptive functioning. These 
assumptions are consistent with exposure therapy theory and research. For example, Foa 
& Kozak (1986) proposed that exposure therapy produces change in trauma memory 
through “emotional processing”. The theory behind EFTT suggests similar mechanisms 
of change except that there is less emphasis on habituation and more emphasis on 
emotional meaning (Paivio & Shimp, 1998).
EFTT is distinguished from cognitive-behavioural restructuring treatments for 
trauma (e.g., Foa et al., 1991; Resick & Schnicke, 1992) by its emphasis on accessing 
inhibited adaptive emotions, such as anger at violation and sadness at loss. Also, 
whereas other models focus almost exclusively on changing self-concept, in EFTT there 
is explicit emphasis on resolving interpersonal issues with specific attachment figures. 
The imaginal confrontation of abusive and/or neglectful others with the use of evocative 
techniques plays a central role in accessing inhibited emotions and in initiating changes 
in both self-concept and in views of others. According to EFTT theory, it is the 
information from these emotions that restructure meaning rather than skills training or 
challenging maladaptive beliefs (Paivio & Shimp, 1998). Another distinguishing aspect 
of EFTT is the prominent role of the therapeutic relationship. In cognitive-behavioural 
approaches, a strong therapeutic alliance plays a facilitating role to ease the 
implementation of various techniques such as imaginal exposure (Gaston, 1990). A 
strong therapeutic alliance plays a similar role in EFTT, but is also considered to be 
curative in itself as it can help repair early negative interpersonal experiences (Briere, 
1992, 2002; Herman, 1992; Paivio & Shimp, 1998), including difficulties related to
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attachment (Bowlby, 1988; Sroufe, 1995). Olio and Cornell (1993) state that the 
quality of the therapeutic relationship is the most important element of treatment with 
victims of childhood abuse because it encourages reconnection to the self and it offers a 
corrective interpersonal experience to counter damage to trust and intimacy.
In brief, the proposed mechanisms of change in EFTT are: 1) accessing and 
restructuring maladaptive emotion structures which were formed through the trauma of 
child abuse, 2) accessing adaptive emotions such as sadness and anger so that 
information from these emotions can be used to restructure meaning, and 3) providing a 
corrective interpersonal experience with the therapist.
The Three Phases and Tasks o f  EFTT 
These above mechanisms of change are implemented through three interrelated 
phases of EFTT. These phases are: 1) relationship building, 2) evoking and exploring 
trauma memories, and 3) emotional restructuring and integration of trauma material into 
the client’s view of the self, others, and the world (Paivio & Laurent, 2001; Paivio & 
Patterson, 1999; Paivio & Shimp, 1998). The main tasks of EFTT are overcoming 
avoidance and resolving issues with abusive or neglectful others.
Relationship Building
Building a therapeutic relationship is the focus of the first three sessions and is 
the foundation throughout therapy. A strong therapeutic alliance is promoted by a 
therapist who attends to, empathizes with, and validates clients’ feelings. Empathic 
responses convey understanding of clients’ bad feelings or painful experiences and 
validate their difficulty. These responses also direct clients’ attention to internal 
experiences and helps them to articulate the meaning of their experiences. The safety of 
a strong, empathic therapeutic relationship provides the necessary context for the 
exploration of overwhelming traumatic material (Paivio & Shimp, 1998). Also, a strong 
empathic alliance can assist clients in the development of more adaptive emotion
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regulation strategies (Paivio & Laurent, 2001). Therapist empathic attunement to 
clients’ emotions is analogous to normal emotion regulation development. In normal 
development, the caregiver’s empathic reactions to emotional upsets are gradually 
internalized by the child. This internalization assists in the development of self-soothing 
emotion regulation strategies such as self-empathy. Clients who experienced empathic 
failures such as those who were abused or neglected as children can learn to internalize 
the soothing interaction of the therapist in order to develop these self-soothing strategies 
(Paivio & Laurent, 2001). In addition, an empathic therapeutic relationship ensures 
accurate understanding of clients’ struggles, concerns, and goals. This understanding is 
necessary in order to form a collaborative focus for therapy. Collaboration on goals 
contributes to clients’ sense of safety and control and is especially important for clients 
who experienced powerlessness and loss of control in early relationships because it 
provides a corrective interpersonal experience (Paivio & Shimp, 1998).
Evoking and Exploring Trauma Memories
In the second phase, client bad feelings and painful experiences are evoked and 
aroused so that they are brought alive in the session. Emotion structures are activated 
and thoughts and feelings related to the childhood trauma are explored. Often it is 
necessary to first address avoidance or overcontrol of emotional experience. As 
mentioned previously, avoidance is a common consequence of childhood abuse. In 
abusive environments, anger and sadness frequently are punished or dismissed. Anger 
expression, in particular, is seen as destructive. Thus survivors often are unable to assert 
themselves or establish appropriate boundaries, or grieve and heal important losses 
(Briere, 1992,2002; Herman, 1992). Some avoidance processes are: catastrophizing, 
shutting down, going numb, and dissociating. Another common avoidance process is 
feelings of guilt at the expression of negative thoughts and feelings toward the abusive 
and/or neglectful other.
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A variety of gestalt-derived and imagery techniques are used for evoking, 
exploring, and reducing maladaptive avoidance (Paivio & Shimp, 1998). An empathic, 
supportive therapist challenges the client’s feelings of guilt and self-blame and validates 
the client’s right to express negative feelings to the imagined abusive and/or neglectful 
other. This initiates both intrapersonal and interpersonal work by promoting a sense of 
self-empowerment and a sense of empowerment in relation to the other. This new sense 
of empowerment allows the client to assertively hold the other accountable for harm, 
breaking down the avoidance related to guilt and self-blame. The goal of reducing 
avoidance is to access previously inhibited adaptive emotions such as anger and sadness 
so that the associated information can be used to challenge old views with more adaptive 
views of the abusive situation.
Emotional Restructuring and Integration
The primary experiences that emerge from earlier phases form the basis for 
restructuring and integrating the trauma memories. Once maladaptive emotion 
structures or beliefs such as a core sense of self as powerless, unlovable, or shameful are 
accessed and acknowledged rather than avoided, the client is better able to reflect on it 
and gain control over it. Then sadness or anger at what is missing and associated needs 
and goals become more accessible (Paivio & Shimp, 1998). When these are allowed and 
experienced, clients begin to see their experiences in a new way and become motivated 
to make positive changes. For example, when the client accesses previously inhibited 
anger at abuse, the determination to assert boundaries often takes place. Acknowledging 
sadness at loss produces a tendency to reach out for comfort or withdraw and recuperate. 
This more self-empowered stance makes it easier for clients to separate themselves from 
past abusive or neglectful others. Resolution involves letting go of expectations that the 
other will change to make amends or meet clients’ needs. Clients either let go of bad 
feelings and see the other in a different light or focus on their own self-strengths.
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Depending on the situation, feelings of understanding towards the other may also lead 
to forgiveness of past wrongs. Therapists acknowledge and validate clients’ more 
confident, assertive, and accepting sense of self and collaborate with clients in 
integrating and connecting this new self-empowered stance to assist in problem solving, 
promote more satisfying current relationships, and improve other aspects of daily living.
EFTT Interventions
Several therapeutic intentions and interventions have already been mentioned in 
previous sections of this paper. In this section, two main exposure-based procedures 
used in EFTT, imaginal confrontation (IC) and evocative empathy (EE), are elucidated 
and described in more detail.
Imaginal Confrontation
The IC intervention is used as a primary vehicle for evoking trauma material and 
helping clients express previously constricted emotions to abusive and/or neglectful 
others in imagination. IC was derived from gestalt and process-experiential therapies 
(Greenberg et al., 1993; Peris et al., 1951) and is partially based on the empty chair 
technique used in the model of resolution of unfinished business with significant others 
which was developed and empirically verified by Greenberg and his colleagues (e.g., 
Greenberg & Malcolm, 2002; Paivio & Greenberg, 1995; Greenberg et al, 1993). IC 
was modified to address the specific needs of trauma and child abuse survivors (e.g., 
Briere, 1992,2002; Cloitre et al., 2002; Herman, 1992). For example, IC addresses the 
management of under-regulated emotions, reduction of defenses or avoidance, 
desensitization and exploration of trauma memories, and the initiation of a more self­
empowered, assertive stance in relation to abusive and/or neglectful others (Paivio & 
Neiuwenhuis, 2001; Paivio & Shimp, 1998).
The IC intervention is usually introduced in the fourth session and is used 
throughout therapy depending on the individual treatment needs of the client (Paivio &
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Shimp, 1998). The marker for the IC intervention is the therapist operation of 
bringing out an empty chair and directing the client to imagine the past abusive or 
neglectful other sitting in the chair and engage in a dialogue with him or her. After 
addressing the initial fear and avoidance, the client is encouraged to tell the imagined 
other exactly what happened during the victimization and how it affected him or her.
This evokes the memory of the abuse and facilitates arousal and expression of emotion.
It also taps unmet needs for protection, support, validation, and/or justice and aids in the 
clarification of the meaning of the experience. Validation and support by the therapist 
helps the client feel entitled to these needs. Expression of anger leads to feelings of 
empowerment and assists the client in the acknowledgment of the pain of losses and 
betrayal. Vulnerable feelings such as sadness and grief are expressed to the therapist 
rather than the imagined perpetrator. The goals of the IC intervention are to access 
adaptive information and modify maladaptive meanings, leading to a greater sense of 
empowerment for the client.
This greater sense of self-empowerment facilitates clients’ emotional separation 
from past abusive others. Separation from abusive figures is important for recovery 
because lingering attachment may result in the tendency for victims to continue to long 
for the satisfaction of needs that were not met with persistent disappointment. This 
contributes to feelings of being unworthy of care and attention and interferes with the 
ability to assert their needs in current relationships. After emotionally separating from 
the abuser and having their own value validated by the therapist, clients often feel secure 
enough in themselves that they no longer need the other to change or make amends. 
Clients’ new sense of self encourages them to find ways to meet their own needs rather 
than expecting the attachment figure to do so. This allows clients to let go of negative 
feelings from the past and move towards an increased sense of separation and autonomy 
(Jarry & Paivio, 2006).
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EFTT with the IC intervention has been found to be both statistically and 
clinically effective in alleviating general symptomatology and PTSD specific 
symptomatology, current abuse-related problems, interpersonal problems, and self­
affiliation difficulties (Paivio & Nieuwenhuis, 2001). A statistical comparison between 
pretreatment and post-treatment produced an average effect size of 2.05 for the EFTT 
treatment and .41 for the waitlist control. Clinical significance was determined by 
calculating the proportions of clients reliably improved following treatment. Averaging 
across outcome measures, 54% of EFTT clients were recovered and 66% of clients were 
reliably improved at post-treatment. Paivio et al. (2001) found that clients who engaged 
more frequently in IC with more intense involvement in the intervention were 
significantly more likely to resolve child abuse issues. These clients were also more 
likely to report reduced trauma and global symptom distress, decreased interpersonal 
problems, and improved self-esteem. However, approximately 35% of clients did not 
substantially participate in IC after its introduction in session four. Paivio and her 
colleagues (Paivio & Bahr, 1998; Paivio et al., 2001) have suggested that engagement 
difficulty in IC may be due, in part, to distress, nonassertiveness, and/or social anxiety 
because of the enactment and performance demands associated with the intervention.
Paivio and Nieuwenhuis (2001) utilized an alternate protocol with clients who 
had difficulties engaging in the IC intervention. Accordingly, abuse-related trauma 
memories were evoked and explored in interaction with an empathically attuned 
therapist rather than an imagined other. However, assignment to conditions was not 
experimentally controlled; therefore, the observed advantage of IC may have been due to 
other factors such as a greater capacity of IC to evoke intense and sustained focus on 
trauma issues, perceptions of clients and therapists that the alternate protocol was not as 
powerful as IC, and/or to client variables related to the capacity to engage in IC. A study
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designed to control for these other factors is currently in progress (Paivio et al., 2004) 
and is the focus of the present investigation.
Evocative Empathy
The alternate protocol mentioned above has been recently delineated and 
described as EE (Paivio et al., 2004). This term was derived from Rice’s (1974) theories 
regarding the evocative function of the therapist. Accordingly, the therapist makes use 
of empathic responses and evocative language to evoke and explore trauma material 
(Paivio & Laurent, 2001); thus, EE is an exposure-based procedure. The marker for the 
EE intervention is the therapist operation of directing the client to focus on traumatic 
child abuse memories or material. In contrast to IC, exploration of this traumatic 
material takes place solely with an empathically responsive therapist rather than 
imagined others. Although the EE intervention does not encourage dialogues with 
imagined others, when a client expresses the desire to communicate with the past 
abusive or neglectful other, it is appropriate to encourage the client to tell the therapist 
what he or she would like to say to the other. But it must be stressed that the EE 
intervention is not simply a mock IC during which there is a dialogue with the abusive 
other with no chair. However, the intentions of the two interventions are identical; those 
are, to evoke memories o f the abuse, facilitate arousal, express emotions, tap unmet 
needs, access adaptive information, modify maladaptive meanings, and resolve 
interpersonal issues with significant others. All of these lead to a greater sense of 
empowerment for clients and new views of the past abusive or neglectful others. During 
the IC intervention, resolution of child abuse issues arises from allowing clients to freely 
express previously unexpressed feelings and acknowledge unmet needs through 
dialogues with past abusive or neglectful others. Whereas, during the EE intervention, 
resolution arises from the act of exploring memories and feelings associated with the 
abuse and toward abusive/neglectful others with an empathically attuned therapist.
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It has been proposed that EE is less stressful than is IC because it does not 
involve imaginary confrontations of past abusive others and because there is less 
emphasis on performance, and therefore, has the potential to be beneficial to more 
clients (Paivio et al., 2004; Paivio & Laurent, 2001). EE also avoids possible therapeutic 
alliance ruptures for clients who are unable or unwilling to engage in IC. However, it is 
possible that because EE is less stressful, it may also be less evocative and less 
beneficial to clients than is IC. The more evocative an intervention is, the more 
effectively it can access previously avoided painful emotions and thereby, increase client 
experiencing. In line with the early definitions of experiencing (e.g., Rogers, 1950,
1959; Gendlin, 1962), this concept refers to clients’ involvement in expressing, allowing, 
and attending to emotions and using the associated information for integrating, 
reorganizing, and resolving problematic issues (Klein, Mathieu, Gendlin, & Kiesler, 
1969; Klein, Mathieu-Coughlan, & Kiesler, 1986). Client involvement in these 
processes is considered to be especially important for the resolution of issues related to 
the trauma of childhood abuse (Briere, 1992, 2002; Herman, 1992; Paivio & Shimp, 
1998). Examining the processes associated with different interventions is one method 
that can be used to elucidate any similarities and differences between them (Greenberg 
& Clarke, 1979; Goldfried, Raue, & Castonguay, 1998; Wiser & Goldfried, 1993, 1998).
Psychotherapy Process Research 
In general, psychotherapy process refers to what happens within therapy sessions, 
including therapist behaviours, client behaviours, and the interaction between client and 
therapist. These behaviours can be either overt or covert (Hill & Corbett, 1993). 
Recently, researchers have examined the processes associated with the resolution of 
unfinished business with significant others (Greenberg & Malcolm, 2002), client 
engagement in the IC intervention (Paivio et al., 2001), therapeutic alliance quality 
(Martin, Garske, & Davis, 2000; Paivio et al., 2001; Paivio & Patterson, 1999), therapist
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adherence and competence (Paivio, Hall, & Holowaty, 2004), emotional arousal (Foa 
et al., 1995; Jaycox, Foa, & Morral., 1998), and experiencing (Wiser & Goldfried, 1993, 
1998) and found positive relationships between these processes and measures of 
outcome. While psychotherapy outcome research is important to determine the 
effectiveness of psychotherapy, process research is necessary to specify the essential 
ingredients of the therapy in order to refine and improve its effectiveness and to obtain 
replicability (Greenberg & Pinsof, 1986). Three client processes that are of particular 
relevance to EFTT and to the present study are: therapeutic alliance, emotional arousal, 
and experiencing.
Therapeutic Alliance
Over the past few decades, there has been a great deal of interest in therapeutic 
alliance. Orlinsky, Grawe, and Parks (1994) reviewed a large body of empirical studies 
that related specific aspects of therapeutic process to measurements of outcome. They 
found that therapeutic alliance was the process that was the most strongly and 
consistently related to outcome and that this was especially notable from patients’ 
perspective. This same result was found in various treatment modalities. Therapeutic 
alliance is now seen as an essential aspect of psychotherapy (Horvath & Symonds, 1991; 
Martin et al., 2000).
As mentioned previously, the formation of a strong therapeutic alliance is crucial 
for the treatment of childhood abuse survivors, because without it, clients do not feel 
safe enough to share deep, personal, emotional experiences (Briere, 1992,2002;
Herman, 1992; Paivio & Shimp, 1998). The results of several psychotherapy research 
studies in EFTT have demonstrated the benefits of strong therapeutic alliance. For 
example, Paivio and Patterson (1999) found that a strong alliance early in therapy was 
associated with outcomes of reduced trauma symptoms and increased self-acceptance in 
adult survivors of child abuse. Paivio et al. (2001) found that strong early alliance was
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associated with increased self-esteem and resolution of specific abuse issues at the 
end of therapy. They also found that involvement in the IC intervention early in therapy 
was positively related to therapeutic alliance.
In experiential therapy for resolving unfinished business with significant others, 
Paivio and Bahr (1998) found that strong early alliance predicted more positive outcome. 
They also found that strong alliance at the end of therapy was positively associated with 
even more outcome measures than was early alliance. They concluded that while it was 
essential to form a strong alliance early in therapy, keeping the alliance strong 
throughout therapy to termination was also important.
Emotional Arousal
Several studies have found positive relationships between emotional arousal or 
expression and positive outcome (e.g., Foa et al., 1995; Greenberg & Foerster, 1996; 
Greenberg & Malcolm, 2002; Paivio et al., 2001). For example, Greenberg and Foerster 
used task analysis to examine the sequence of steps within empty-chair dialogue to 
clarify client change processes in the context of resolution of interpersonal conflict with 
significant others. Intense expression of emotion was one of the components that 
discriminated between clients who resolved their issues and those who did not.
Using the sample of clients who completed experiential treatment in the 
resolution of unfinished business (Paivio & Greenberg, 1995), Greenberg and Malcolm 
(2002) examined the processes of resolution using the empty-chair intervention and 
related these processes to measures of treatment outcome. They compared clients who 
resolved their unfinished business with those who did not and found that, in agreement 
with Greenberg and Foerster (1996), a significantly greater number of clients in the 
resolved group than in the unresolved group expressed intense emotions, and those who 
expressed intense emotions were more likely to experience a change in view of the 
significant other to a more positive light or to hold the other accountable for harm. The
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between-groups comparative effect sizes (Cohen’s d  score) ranged from 0.36 to 1.44, 
with an average of 0.77.
Foa et al. (1995) examined the association between expression of fear and 
symptom improvement in CBT with sexual assault victims who were diagnosed with 
PTSD. Fear activation was measured by facial fear expression and client report of 
distress during sessions. After controlling for scores of pretreatment measures, 
correlation analysis indicated that clients who exhibited more intense fear were more 
likely to show improvement than those who did not.
Paivio et al. (2001) conducted process-outcome research in EFTT. They 
examined the relationship between client engagement with child abuse material during 
the IC intervention and treatment outcome. This study did not relate emotional arousal 
independently to outcome but the concept of emotional arousal was incorporated as one 
of the process dimensions of engagement along with psychological contact with the 
imagined other and involvement in the IC process. Thus, high ratings of engagement 
indicated high levels of emotional arousal. Correlation analysis between levels of 
engagement in IC and outcome scores indicated that clients who engaged with trauma 
material during the IC intervention more intensely and frequently were significantly 
more likely to report reduced global and trauma-related symptoms and reduced 
interpersonal problems.
Emotional arousal is especially important for the resolution of issues related to 
trauma (Briere 1992, 2002; Greenberg & Paivio, 2000; Foa et al., 1995; Herman 1992; 
Paivio & Shimp, 1998). As mentioned previously, individuals exposed to trauma such 
as childhood abuse often use emotional avoidance as a strategy to keep from being 
overwhelmed. This avoidance separates survivors from important information 
associated with emotional experiences and interferes with the resolution of traumatic 
material. Emotional arousal activates emotion structures and accesses adaptive
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information which is then used to integrate, reorganize, and resolve traumatic 
material, resulting in successful psychotherapy (Paivio & Shimp, 1998).
Experiencing
Client involvement in the processes of integration, reorganization, and resolution 
can be referred to as client experiencing (Klein et al, 1986). Level of experiencing is 
most frequently measured by the Patient Experiencing Scale (Klein et al., 1969; Klein et 
al., 1986) which uses aspects of clients’ speech as indications of experiencing level. 
Higher levels of experiencing are also referred to as deeper levels of experiencing. The 
scale was validated by a series of process-outcome studies that found that certain levels, 
patterns, and peaks of client experiencing were related to successful outcome (e.g., 
Kiesler, 1971; Rogers et al., 1967). Emotional arousal is considered to be part of 
experiencing because depth of experiencing is unlikely to increase if the client remains 
emotionally detached; however, as experiencing increases, emotional arousal generally 
decreases as cognitive processes become activated (Gendlin, 1962). Klein et al. (1986) 
describe experiencing as the extent to which a person’s inner thoughts, feelings, or 
bodily feelings become the focus of attention and the extent to which the person expands 
and explores these “inner referents” (p. 21). In current experiential therapy, 
experiencing refers to the amount of effort the client puts into symbolizing, reflecting on, 
restructuring, and integrating the internal information associated with emotion structures 
that were activated through emotional arousal. High levels of experiencing have been 
found to be associated with positive client change (e.g., Castonguay, Goldfried, Wiser, 
Raue, & Hayes, 1996; Goldman, 1997; Kiesler, 1971; Klein et al., 1986; Rogers,
Gendlin, Kiesler, & Truax, 1967; Wiser & Goldfried, 1993,1998).
The Experiencing Scale (Klein et al., 1969; Klein et al., 1986) is a seven-point 
observer-rated scale that has been successfully applied to evaluating client dialogue 
during tape recordings, transcripts, and videotapes. At lower levels of the scale, the
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focus of the client’s speech is on events or actions. Any references to the self are 
impersonal or superficial. There is an important shift in focus at level four to personal 
feelings and associations. These more personal aspects of the self are presented and 
described. From levels five to seven, clients are involved in the elaboration, integration, 
and reorganization of feelings and personal meanings, leading to problem solving and 
greater self-awareness and understanding.
The Experiencing Scale was utilized by several early researchers to examine 
various aspects of psychotherapy. The most extensive application of this scale was by 
the Psychotherapy Research Group at the University of Wisconsin (Rogers et al., 1967). 
Results indicated that depth of experiencing was positively related to several client pre­
therapy factors. These were absence of depressive symptoms and high verbal ability, 
productivity, and expressiveness. Depth of experiencing was also related to therapist 
“conditions” of empathy, positive regard, and congruence and to several measures of 
change and outcome. The Wisconsin study was extended by Kiesler (1971) who found 
that Experiencing Scale ratings distinguished between more successful and less 
successful outcome and distinguished between diagnostic groups. Several reviews have 
examined the experiencing construct as measured by the Experiencing Scale and earlier 
forms of the scale (Klein et al., 1969; Klein et al., 1986; Kiesler, 1973). Generally, these 
reviews indicate that experiencing is reflective of productive psychotherapy.
There is evidence that depth of experiencing can be facilitated through various 
therapeutic conditions or interventions. For example, Greenberg and his colleagues 
examined the relationship between the two-chair experiment and depth of experiencing 
in the context of experiential therapy. The two-chair experiment was derived from 
gestalt theory (Peris, 1969) and was used to increase clients’ experiencing and awareness 
in relation to resolving personal conflicts involving two opposing desires or ideas.
Clients and therapists collaborated on conceptually separating the conflict into two parts
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of the self, and clients were guided in dialogues between these two parts. Greenberg 
and Clarke (1979) found that the two-chair intervention was consistently related to 
increased levels of experiencing and self-awareness. They also found that the two-chair 
intervention was more effective in increasing experiencing than was the minimal 
condition of empathic reflections. A detailed analysis of two-chair therapeutic episodes 
revealed consistent increases of Experiencing Scale ratings during times of resolution of 
conflicts (Greenberg & Rice, 1981) and an analogue study indicated higher levels of 
experiencing in a group who resolved their conflicts compared to those who did not 
(Greenberg, 1983).
The relationship between experiencing level and another gestalt intervention was 
examined by Maslove (1989). She compared the differential effects of empathic 
reflections and the empty chair intervention on level of Experiencing Scale ratings when 
used with client issues related to unfinished business with significant others. She found 
that the empty chair intervention was associated with significantly higher levels of both 
peak and mode Experiencing Scale ratings than were empathic reflections. In fact, the 
empty chair condition contained five times as many episodes that were rated at level 5 
experiencing or above than did the empathic reflections condition. Because the IC 
intervention in the present study is similar to the empty chair intervention, it is expected 
that the IC intervention will also be related to increased levels of experiencing.
Although an important aspect of the EE intervention is therapist empathy, EE is much 
more than simply empathic reflections (Paivio et al., 2004; Rice, 1974). Therefore, any 
differences in experiencing level between IC and EE are not expected to be as extreme 
as those between Maslove’s two conditions.
An intervention similar to EE was used by Elliott (1983) who conducted a 
comprehensive single-case process analysis of a significant change event that was rated 
by both client and therapist as extremely helpful. It was found that the client reached
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level 6 experiencing in response to a highly evocative and empathic therapeutic 
intervention. During this intervention, therapist responses were vivid and metaphorical, 
using words such as: “deeply moved” and “near tears” and are examples of what Rice 
(1974) referred to as “evocative” reflection. Although it is inappropriate to make 
generalizations based on one case example, the results of this study suggest that EE may 
be associated with increased depth of client experiencing.
More recently, Wiser and Goldfried (1993) examined clients’ experiencing 
during CBT and psychodynamic-interpersonal (PI) therapy. The sessions examined 
were rated by the therapist as either most significant to client change or least significant. 
Wiser and Goldfried found no differences between the two orientations in client level of 
Experiencing Scale ratings. They also found no differences in level of experiencing in 
most significant compared to least significant sessions. What differed was therapists’ 
view of the times that clients exhibited higher experiencing. In PI therapy, portions that 
were judged as most significant contained the highest degree of client experiencing. In 
CBT, the lowest degree of client experiencing was observed in the sessions that were 
identified as most significant. Wiser and Goldfried concluded that psychodynamic and 
experiential therapists seem to share a common ground in their view of the importance 
of emotional exploration; whereas, CBT therapists seem to hold a different view.
Wiser and Goldfried (1998) examined therapist identified significant change 
sessions in the same two modalities in order to determine therapeutic styles which were 
associated with either high or low client experiencing. They found that in agreement 
with experiential therapy theory (e.g., Greenberg et al., 1993; Greenberg & Paivio, 1997; 
Rogers, 1950,1959) a supportive, nondirective stance facilitates experiencing, 
regardless of therapeutic modality.
Castonguay et al. (1996) investigated the predictive validity of client 
experiencing in cognitive therapy for clients suffering from depression. These
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researchers found that high levels of experiencing were predictive of decreased 
depressive symptomatology at the end of therapy and that this finding was independent 
of working alliance.
Watson and Bedard (in press) also examined experiencing in clients suffering 
from depression. These investigators compared depth of experiencing during CBT with 
that of process-experiential psychotherapy. Also, experiencing levels of clients with 
good outcome were compared with those with poor outcome. The results indicated that 
the process-experiential group exhibited significantly higher mean experiencing ratings 
than did the CBT group. As well, the percentage of level five experiencing was greater 
in the process-experiential group than it was in the CBT group, indicating that clients in 
the process-experiential group posed questions and actively examined their inner 
experiences more often than did those in the CBT group. The good outcome group 
exhibited significantly higher experiencing ratings than did the poor outcome group, 
regardless of therapeutic modality. Also, experiencing ratings increased from the 
beginning of therapy to the middle of therapy, and then decreased slightly at the end in 
both groups. Although there were group differences in experiencing levels, there were 
no differences between the two interventions regarding outcome. Both interventions 
were effective (Watson, Gordon, Stermac, Kalogerakos, & Steckley, 2003).
Greenberg and Foerster (1996) conducted a task analysis of the empty chair 
intervention during experiential therapy in order to clarify client change processes in the 
context of resolution of interpersonal conflict with significant others. They found that 
the components that discriminated clients who resolved their issues from those who did 
not (intense expression of emotion, expression of need, shift in representation of the 
other, and self-validation or understanding of the other) were related to Experiencing 
Scale ratings equal to or above four. Using data from the study by Paivio and Greenberg
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(1995), Greenberg and Malcolm (2002) found that these components were also 
significantly related to symptom reduction.
Goldman (1997) examined the relationship between changes in level of 
experiencing associated with client core thematic issues and outcome in both client- 
centered and process-experiential therapy for depression. Some of the thematic events 
included gestalt two-chair and empty chair interventions. The findings suggest that 
Experiencing Scale ratings increased when therapeutic interventions focused on themes 
involving client core issues and that this change was related to overall reduction in 
symptoms, even after taking therapeutic alliance into account.
The Present Study
As is evident from the above discussion, therapeutic alliance, emotional arousal, 
and experiencing are core client processes that are associated with successful 
psychotherapy (e.g., Foa et al., 1995; Greenberg & Foerster, 1996; Greenberg & 
Malcolm, 2002; Horvath & Symonds, 1991; Martin et al., 2000). Emotional arousal is a 
reflection of client emotional processing and experiencing is a reflection of both 
cognitive and emotional processing. Strong therapeutic alliance and emotional and 
cognitive processing of traumatic material are necessary for recovery from the effects of 
childhood abuse (e.g., Briere, 1992, 2002; Herman, 1992). Therefore, an examination of 
these client processes during therapy for childhood abuse survivors is relevant.
The purpose of the present study was to compare and contrast client processes 
during IC and EE interventions in two effective versions of EFTT. One version used the 
complete package of EFTT including the IC intervention. In this version, EE was also 
used, but IC was the primary vehicle used to explore trauma material. IC was introduced 
during session four and was used throughout therapy according to individual client 
needs. The other version was identical but without the IC intervention. In this version, 
trauma material was explored solely in interaction with the therapist using the EE
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intervention. Both IC and EE were embedded in an empathically responsive and 
collaborative therapeutic relationship.
The present study extends previous programmatic research in EFTT (Paivio et 
al., 2001; Paivio & Neiuwenhuis, 2001; Paivio & Patterson, 1999) and is part of a larger, 
ongoing study comparing the efficacy and processes of change in the two versions of 
EFTT (Paivio et al., 2004). Previous EFTT process-outcome research found that high 
levels of client engagement with trauma material during IC was related to more 
successful outcome, beyond the contribution made by therapeutic alliance (Paivio et al., 
2001). Some clients had difficulties engaging in IC so EE was used as the main 
intervention (Paivio & Nieuwenhuis, 2001). Assignment to condition was not controlled 
and, at that time, EE had not been systematically developed. As well, non-IC episodes 
were not examined so it was not known whether or not the therapy focused as 
consistently and intensely on trauma issues in this condition as in the IC condition. 
Therefore, the observed advantage of IC may have been due to more intense and 
sustained focus on trauma issues, perceptions of clients and therapists that EE was not as 
powerful as IC, and/or to client variables related to the capacity to engage in IC. The 
present study controlled for conditions by randomly assigning clients to the two versions 
of EFTT. Clients assigned to the IC group but who did not substantially engage in it, 
remained in this group even though the main intervention became EE. It was decided a 
priori that any client in the IC group who did not participate in at least one early, middle, 
and late IC intervention would not be included in the present study. Although this was a 
potential selection bias, it was not an issue because every client from the selection set, 
even the ones who did not substantially engage in IC, made several attempts at it 
throughout treatment.
The present study potentially has several implications for the treatment of adult 
survivors of childhood abuse. IC has been shown to be an effective intervention (Paivio
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
50
et al., 2001) and because EE is embedded in the same principles, it is believed to be 
effective as well (Paivio et al., 2004). However, these interventions may be associated 
with qualities that differentially affect clients and their resolution of child abuse issues. 
For example, IC is potentially more powerful in its ability to promote client processes, 
particularly emotional arousal, but may also be more stressful to clients. EE is 
potentially less stressful but may also be less powerful (Paivio et al., 2004). An 
examination of core client processes will shed some light on the similarities and 
differences between these two interventions and their value as treatments for childhood 
abuse survivors.
If both interventions promote client emotional arousal and experiencing to an 
equal level, then it could be prudent to use the one which causes clients the least amount 
of stress, EE. The less stressful intervention could also avoid therapeutic alliance 
ruptures. However, if EE were not evocative enough to promote emotional arousal or 
experiencing, then it would be beneficial to use IC as often as possible. To reduce client 
stress during IC, the intervention could be modified to include more stress management 
techniques. It is also possible that EE might not be evocative enough to promote 
emotional arousal to as high a level as that of IC. However, it may be evocative enough 
to activate emotion structures and promote experiencing to a level equal to or greater 
than that of IC. If that were the case, then EE could be the more useful treatment, 
especially if it were, indeed, less stressful.
Hypotheses, Expectations, and Questions
Several hypotheses were investigated by the present study. First, it was 
hypothesized that the two types of EFTT would be equally effective. The rationale for 
this prediction was that although IC and EE may be associated with different qualities, 
they are embedded in the same emotionally focused principles and mechanisms. No 
differences were expected between groups at posttest on outcome measures.
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Equivalency analysis was used to test the hypothesis of “no difference” (Rogers, 
Howard, & Vessey, 1993). The purpose of this procedure was to determine whether the 
means of the two groups were sufficiently near each other to be considered equivalent. 
Equivalency testing was originally developed to demonstrate the bioequivalency of two 
drugs. It is a simple statistical tool that “avoids the inappropriate exploitation of 
nonsignificant results” (Rogers et al., 1993, p. 565). In traditional hypothesis testing, 
insignificant results may arise due to reasons other than no differences between groups, 
for example, insufficient power or Type II error. Equivalency testing controls for Type I 
and Type II error rates (Rogers et al., 1993).
The second hypothesis stated that IC would be associated with higher levels of 
emotional arousal than would EE. Because EE was developed to be less intense and less 
stressful than IC, EE was hypothesized to be less evocative than IC as well. To test this 
hypothesis, emotional arousal ratings of the two groups were compared across early, 
middle, and late treatment sessions.
Third, it was hypothesized that clients in the EE group would report lower levels 
of distress on client-report postsession questionnaires (PSQ) than would clients in the IC 
group. This was hypothesized because EE was specifically designed to be less stressful 
than IC. To test this hypothesis, average and highest level of client-rated distress were 
compared between groups.
Given that alexithymia is a disturbance in emotional processing (Taylor et al.,
1997), the fourth hypothesis stated that alexithymia would interfere with emotional 
arousal and experiencing. This hypothesis was tested by examining the direction and 
strengths of the relationships between mean process ratings and mean alexithymia 
ratings within each group. This specific hypothesis had not been previously tested 
because prior process research did not assess for alexithymia.
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There were also several expectations in the present study. First, it was 
expected that therapeutic alliance would be equally strong in both IC and EE. As 
mentioned previously, therapeutic alliance is an important aspect of EFTT because it 
provides the safety that is necessary for clients to explore their painful experiences and it 
is directly curative for abuse survivors as it can help repair early negative interpersonal 
experiences (Briere, 1992, 2002; Herman, 1992; Paivio & Patterson, 1999). Previous 
EFTT research indicated that alliance quality was strong in the condition that included 
IC (Paivio et al., 2001; Paivio & Neiuwenhuis, 2001). In the present study, therapeutic 
alliance was emphasized and cultivated in both conditions. Alliance quality was 
examined by comparing means of therapeutic alliance ratings between the two 
conditions across early, middle, and late sessions.
Second, both IC and EE were expected to promote moderate to high levels of 
experiencing. This was expected because the basis for both interventions is to facilitate 
this client process. Also, previous research demonstrated that the IC intervention was 
associated with moderate to high levels of client engagement (Paivio et al., 2001), and 
the empty-chair technique, from which IC was derived, was associated with moderate to 
high levels of experiencing (Greenberg & Foerster, 1996; Maslove, 1989). Less is 
known about the EE intervention; however, because EE is embedded in the same 
emotionally focused principles and mechanisms as is IC, it was expected to promote 
client experiencing in a similar manner. As well, clinical observation suggests that EE 
facilitated at least moderate levels of this client process. To examine this expectation, 
mean Experiencing Scale ratings of the two groups were compared across early, middle, 
and late sessions.
It was also expected that both groups would report equal levels of engagement in 
trauma material on the PSQ. This was expected because both interventions were
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
53
designed to promote high levels of engagement in trauma exploration. Groups were 
compared on mean PSQ ratings across early, middle, and late sessions.
Questions regarding associations between various client predisposing 
characteristics and client processes were examined as well. Paivio and Patterson (1999) 
found that severity of childhood physical and emotional abuse and neglect were 
associated with early alliance difficulties. However, Paivio et al. (2001) did not find 
associations between abuse severity and any client processes. A question asked in the 
present study was: Would there be associations between abuse severity and the client 
processes examined in this study? In addition, the relationships between symptoms of 
personality disorders and client processes and the contributions of process variables to 
outcome variables were also explored (without specific hypotheses).
To summarize, the specific hypotheses, expectations, and questions were that:
1). The two types of EFTT would be equally effective.
2). IC would promote higher levels of emotional arousal than would EE.
3). Clients in IC would report greater levels of distress than would clients in EE.
4). Alexithymia would interfere with both emotional arousal and experiencing.
5). Therapeutic alliance was expected to be equally strong in both IC and EE.
6). Both IC and EE were expected to be associated with moderate to high levels of 
experiencing.
7). Level of engagement in trauma material was expected to be high for both groups and 
there was expected to be no difference between them.
8). Would there be associations between client processes and client predisposing 
characteristics and/or outcome variables?
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CHAPTER TWO: METHODS 
Participants
Recruitment
The present study is part of ongoing research evaluating two forms of EFTT 
(Paivio et al., 2004). Participants were recruited through newspaper and radio ads and 
features, referrals, and posters offering free psychotherapy for adult survivors of 
childhood abuse in exchange for participation in a research study.
Inclusion and Exclusion Criteria
Telephone screening and selection interviews were conducted by trained graduate 
students in clinical psychology to assess suitability for EFTT. Consistent with previous 
research in EFTT (Paivio & Nieuwenhuis, 2001), individuals were included on the basis 
of motivation, ability to form a therapeutic relationship, agreement with the treatment 
focus of confronting child abuse issues, plus overall suitability for short-term insight- 
oriented therapy (Malan, 1976). Individuals were excluded if they were under 18 years 
of age, currently undergoing another therapy, and if they had no conscious recollections 
of childhood abuse. Other exclusion criteria included concurrent presenting problems 
such as: anger control, risk of self-harm, substance abuse, involvement in domestic 
violence, and psychotic disorders. These problems are considered incompatible with the 
treatment focus on emotion intensification and/or take precedence over focus on issues 
from the past. Individuals were also excluded if they recently (within the previous two 
months) had undergone a change in either type or dosage of psychotropic medication. 
Also, because there was no guarantee that a therapist would be immediately available, 
individuals were excluded if they were in a crisis that required immediate attention. Of
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those not included in the study, 17% were due to current problems with domestic 
violence, 16% were due to incompatible diagnosis, 13% were due to substance abuse,
9% were due to a recent change in psychotropic medication, 6% were due to current 
crisis, 6% were due to current participation in another therapy, 4% were due to current 
self-harm, 3% were due to no explicit memories, 1% were due to recent suicide attempts, 
and 1% were due to gambling addiction. Those who were excluded were referred to 
other organizations. The rest of the individuals who were screened but did not 
participate in the study indicated that they were no longer interested. Similar selection 
criteria were used by Paivio and Nieuwenhuis (2001) and resulted in a sample that was 
comparable to descriptions by experts in the field of adult survivors of traumatic 
childhood abuse (Briere, 1992, 2002; Herman, 1992) in terms of the types of presenting 
problems, but less severe than those who were the focus of the work by these experts.
From October 1, 2002 to January 30, 2004,104 individuals were screened and 42 
were admitted into the ongoing research study (Paivio et al., 2004). Of these 42, seven 
dropped out before the end of treatment. Four of these individuals were in the IC group 
and three were in the EE group. Decisions to withdraw were discussed with individual 
therapists and appeared to be related to the stress of focusing on child abuse issues and 
scheduling difficulties. Thirty-one individuals began EFTT within one month and 
eleven began following a period from 32 to 132 days. The average wait period was 30 
days. A subset of thirty participants (15 in each treatment group) was used for the 
present study. This subset included individuals who consented to the use of video and/or 
audio tapes for research purposes and whose treatment and measures were completed by 
July 1,2004.
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Measures
Measures were selected to capture the breadth of disturbances that are typical of 
childhood abuse survivors (Briere, 1992,2002; Herman, 1992).
Client Characteristic Measures
The Childhood Trauma Questionnaire (CTQ; Bernstein et al., 1994) is a 28-item 
retrospective measure of childhood abuse and neglect. Clients rate the frequency of 
various events that took place in childhood on a scale from zero to five (0 = never true, 5 
= very often true). Subscales measure emotional and physical abuse, sexual abuse, 
emotional neglect, and physical neglect. Bernstein et al. reported internal consistencies 
on the subscales ranging from .79 to .94. Test-retest reliabilities over a two-to six-month 
interval ranged between .80 and .88. The CTQ demonstrated good convergent validity 
with other measures of psychological distress.
The PTSD Symptom Severity Interview (PSSI; Foa et al., 1993) is a 17-item 
semi-structured interview. Each item corresponds to one of the Diagnostic and 
Statistical Manual of Mental Disorders, Fourth Edition (American Psychiatric 
Association, 1994) criteria for PTSD. The severity of the client’s reported symptoms 
over the last two weeks is rated by the interviewer using a four-point scale (0 = not at 
all, 3 = very much). The PSSI generates a total severity score and cluster scores for 
avoidance, reexperiencing, and arousal. Foa et al. reported alpha coefficients ranging 
from .69 to .85, test-retest reliabilities over one month ranging from .66 to .80, intraclass 
correlations ranging from .73 to .92, and excellent convergent validity between the PSSI 
and other measures of psychological disturbance.
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The twenty-item Toronto Alexithymia Scale (TAS-20; Bagby, Parker, &
Taylor, 1994) is a self-report measure consisting of 20 items that assess the severity of 
alexithymia. Clients rate on a five-point scale (1 = strongly disagree, 5 = strongly 
agree) to indicate the degree to which each statement applies to them. The TAS-20 
provides empirically derived subscales that measure difficulties identifying feelings, 
difficulties expressing feelings, and externally-oriented thinking. Bagby et al. reported 
internal consistency of .81 in a sample of 965 undergraduate students, and test-retest 
reliability of .77 over a three-week interval in a subsample of 72 students.
The Personality Diagnostic Questionnaire 4+ (PDQ-4+; Hyler, 1994) is a 99-item 
true/false self-report measure that assesses criteria for all ten types of personality 
disorders in the DSM-IV (American Psychological Association, 1994), as well as 
negativistic and depressive personality disorders included in Appendix B of the DSM- 
IV. Each item corresponds to a single diagnostic criterion. A response of true is 
considered to be pathological. Also included are a four-item “too good” scale and a two- 
item “suspect” scale to identify individuals who are lying, responding randomly, or not 
taking the questionnaire seriously. Validity studies which compared the results of the 
predecessor of the PDQ-4+, the PDQ-R, with that of structured clinical interview 
assessments indicated that the PDQ-R demonstrated high sensitivity and moderate 
specificity for most Axis II disorders (Hyler, Skodol, Oldham, Kellman, & Doidge,
1992) in a sample of 59 psychotherapy outpatients. Hyler et al. concluded that the 
questionnaire was not a substitute for structured clinical interviews because of the 
tendency to produce many false positives; however, it was adequate as a screening 
instrument. More recent studies using the PDQ-4+ concluded that the instrument was
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useful when screening for the presence or absence of a personality disorder rather 
than for individual personality disorder categories (Davison, Leese, & Taylor, 2001; 
Fossati et al., 1998; Wilberg, Dammen, & Friis, 2000).
Outcome Measures
The Symptom Checklist-90-Revised (SCL-90-R; Derogatis, 1983) is a 90-item 
questionnaire that assesses global symptom distress. Clients rate on a five-point scale (0 
= not at all, 4 = extremely) the degree of distress experienced during the past seven days. 
Derogatis reported internal consistencies ranging from .77 to .90, test-retest reliabilities 
over one week between .80 to .90, and good convergent validity with other measures of 
psychological distress.
The Inventory of Interpersonal Problems (IIP; Horowitz, Rosenberg, Baer,
Ureno, & Villesenor, 1988) is a 127-item questionnaire that reflects distress resulting 
from interpersonal sources. Clients rate on a five-point scale (0 = not at all, 4 = 
extremely) the degree of distress experienced during the past seven days. Psychometric 
properties of the scale include: test-retest reliabilities between .89 and .98, internal 
consistencies between .89 and .94, and high convergent validity between the IIP and 
other outcome measures.
The Resolution Scale (RS; Singh, 1994) consists of 12 items that assess the 
degree of resolution of past issues with a significant other person. Clients rate on a five- 
point scale (1 = not at all, 5 = very much), the degree to which they feel distressed by 
negative feelings and unmet needs, and the degree to which they feel worthwhile and 
accepting towards the significant other. Singh (1994) reported test-retest reliabilities 
between .73 and .81 and high correlations between change on the RS and change on
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other outcome measures. Clients in the present study completed RS questionnaires 
pertaining to the primary perpetrator of abuse. Twenty-six clients (87%) completed a 
second RS usually concerning a neglectful mother. The two scores were averaged to 
obtain an overall index of resolution.
The Rosenberg Self-Esteem Scale (RSE; Rosenberg, 1965) is a 10-item scale 
designed to measure global feelings of self-worth or self-acceptance. Clients rate on a 
four-point scale (1 = strongly agree, 4 = strongly disagree) the degree to which they feel 
worthwhile or as good as others. The scale has a reported test-retest reliability of .85 
and has been shown to be a valid measure of self-esteem (Blascovitch & Tomaka, 1991).
The Impact of Events Scale (IES; Horowitz, 1986) is a 15 item questionnaire 
measuring trauma-related intrusion and avoidance. Clients rate the frequency of each 
symptom within the past 7 days on a 4-point scale (0 = not at all, 3 = often experienced) 
the degree of distress experienced during the past 7 days. Horowitz reported split-half 
reliabilities for the total scale of .86 and test-retest reliability over one week of .87 
Process Measures
The Working Alliance Inventory (WAI; Horvath & Greenberg, 1989) is a 36- 
item widely used self-report measure that reflects the quality of the therapeutic 
relationship. On two complementary forms of the inventory, therapists and clients rate 
on a seven-point scale (1 = never, 7 = always) how accurately each item describes their 
therapeutic experience. The WAI generates a total score and three subscales that assess 
goal and task agreement and bond development. Horvath and Greenberg (1989) 
reported estimated alphas ranging from .87 to .93 and good convergent validity between 
the WAI and other relationship indicators. In this study, only the client version was used
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for analyses because it has been shown to be a better indicator of positive outcome 
than the therapist version (Horvath & Symonds, 1991).
The Patient Experiencing (EXP) Scale (Klein et al., 1969; Klein et al., 1986) is a 
seven-point observer rating scale that is sensitive to changes in clients’ involvement 
within therapy sessions. The low levels (1 and 2) of this scale are characterized by 
impersonal or superficial references to self. At moderate levels (3 and 4), clients’ 
involvement progresses to more elaborated descriptions of feelings and personal 
experiences. At the highest levels (5 to 7), clients are involved in the exploration of 
feelings and personal meanings, leading to problem solving and greater self-awareness 
and understanding. Modal and peak ratings are made for level of EXP present in client 
statements found on transcripts, audiotapes, or videotapes. Ratings are made at every 
client speech turn (a client statement separated by a therapist statement of more than one 
word) with the rater listening for changes up or down in level. Therapist speech is not 
rated but listened to for context. One modal and one peak rating is assigned to the entire 
session. The modal rating refers to the most frequent level of EXP and the peak rating 
refers to the highest level achieved within the session. Klein et al. (1986) reported inter­
rater reliabilities that ranged from .75 to .99 and high associations with other indications 
of successful psychotherapy.
The Client’s Emotional Arousal Scale - Revised (EAS-R; Machado, Beutler, & 
Greenberg, 1999) is a seven-point observer rating scale that identifies the intensity or 
strength of clients’ emotional arousal. It has been applied to both verbal and nonverbal 
material. The scale was originally developed to measure anger (Daldrup, Beutler, Engle, 
& Greenberg, 1988). The revised version also measures fear, joy, surprise, sadness,
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contentment, hurt, disgust, and grief. Because previous research using the EAS-R in 
EFTT indicated that extreme ratings were very uncommon (Holowaty, 2004), the scale 
was modified to five-points by collapsing the two lowest ratings and the two highest 
ratings. With respect to inter-rater reliability using this modification, the proportion of 
agreement was .80 and kappa was .71 for the modal rating. For peak rating the 
proportion of agreement was .75 and kappa was .62 (Holowaty, 2004). At the low end 
of the scale (levels 1 and 2), the client may admit to emotions, but there is no overt 
indication of emotional arousal in voice, body, or language. Moving up the scale from 
moderate to moderately intense levels (3 and 4, respectively), there is a progression of 
emotional expression. At the highest end (level 5), the voice, body, and language are 
intensely emotionally involved with little sense of restriction.
The EAS-R requires the rater to identify the emotions presented by clients on 
video or audio taped therapy segments. The most frequently observed emotional state is 
the primary emotion. The rater is then required to make two ratings for the intensity of 
observed emotions. One rating is made for the modal and the other is made for peak 
intensity of emotional arousal of client statements. At every client speech turn, ratings 
of emotional arousal level are made, with the rater alert for changes up or down in level. 
One modal and one peak rating is assigned to the entire segment. Modal intensity 
represents the most frequent expressed intensity and peak intensity refers to the 
maximum level of emotional arousal achieved during the segment. Rosner (1996) 
conducted a validity study that confirmed the sensitivity of the EAS-R to different 
emotional states and demonstrated the predictive and discriminant validity of the scale.
The Postsession Questionnaire (PSQ) was developed for the EFTT research
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program (Paivio et al., 2004) to measure therapy processes during sessions. 
Complementary versions of the PSQ recording interaction with the imagined perpetrator 
(PSQ-IC) or therapist (PSQ-EE) were administered in the corresponding treatments. On 
both versions, clients rate on a seven-point scale (1 = not at all, 7 = very much) the 
extent to which child abuse issues were the focus of the preceding session. Three items 
ask clients to rate their level of engagement regarding vividness of images and 
memories, ease of verbal expression and exploration, and level of emotional expression 
and arousal. The PSQ-IC asks an additional question regarding clients’ difficulties 
imagining the other in the empty chair and engaging in a dialogue with him or her. PSQ 
scores were calculated by multiplying the value of question one (Part I) by the mean of 
questions one to four (Part II) for PSQ-IC and the mean of questions one to three (Part
II) for PSQ-EE. Part I represents the quantity of focus on child abuse issues and Part II 
represents the quality of engagement with child abuse material. High scores indicate 
high engagement with trauma material. A separate item asks clients to rate both the 
average degree of distress experienced and the highest degree of distress experienced 
during the previous therapy session on a scale from one to 100.
A measure similar to the PSQ was used in the Paivio et al. (2001) study and 
yielded alpha reliabilities that ranged from .70 to .91 and significant correlations with an 
observer-rated measure of engagement. In the present study, the PSQ was used to 
complement observer rated measures. A therapist version of the PSQ was administered 
which contained an additional item asking about the primary intervention (IC or EE) that 
was used to explore the child abuse material. The therapist PSQs were used to select 
sessions for process ratings.
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Treatment
The treatment manual (Paivio, 1996) applies the general principles of EFT 
(Greenberg & Paivio, 1997) to clients dealing with issues related to childhood abuse.
The mechanisms and interventions of EFTT were described in detail in a previous 
section so will not be repeated here. In brief, the therapy focused on three interrelated 
therapeutic tasks: establishing a safe and collaborative therapeutic relationship, reducing 
avoidance of emotional experience, and resolving issues with past abusive and neglectful 
others. For clients who had difficulty managing their emotions while exploring trauma 
material, anxiety management strategies were used, such as: attention to breathing, 
relaxation, and present-centered focus. In the present study, two versions of EFTT were 
utilized. The treatment rationale was the same for both conditions (i.e., exploring 
previously avoided child abuse feelings and memories in a safe therapeutic environment 
can assist people in resolving child abuse issues). EFTT protocol specifies 16-20 weekly 
one hour sessions for both conditions.
EFTT with IC Intervention
In the complete package of EFTT (Paivio & Nieuwenhuis, 2001), the IC 
intervention was the primary vehicle used to evoke trauma material and facilitate clients 
in the expression of their feelings and needs to imagined negative others. This 
intervention was embedded in an empathically responsive and collaborative relationship 
and was usually introduced in session four. It was used as often as appropriate 
throughout therapy according to the therapist’s and/or the supervisor’s clinical judgment, 
in collaboration with the client.
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EFTT without the IC Intervention
The alternate form of EFTT was identical to the complete package except that the 
IC intervention was not used (Paivio et al., 2004). Trauma material was explored solely 
in interactions with an empathically responsive therapist rather than imagined others. 
Beginning in session four, clients were encouraged to focus on their childhood abuse 
feelings and memories as often as deemed appropriate according to the therapist’s and/or 
supervisor’s clinical judgment, in collaboration with the client.
Therapists
Eight therapists conducted both forms of the treatment. Therapists (2 male, 6 
female) were two registered psychologists (Dr. Sandra C. Paivio and Dr. Josee L. Jarry), 
one doctoral level clinician, and five doctoral level students in clinical psychology. 
Therapists ranged in age from 27 to 57 years. All had experience with this client group. 
Student therapists received intensive training in EFTT (approximately 54 hours over 14 
weeks) by Dr. Sandra C. Paivio. This training entailed instruction in the EFTT model, 
role playing, practical therapy experience with clients not included in the study, and 
intense individual and group supervision. Clients were assigned to therapists on the 
basis of client gender preference and compatible schedule. Therapists saw from two to 
eight clients, individually. Therapy sessions were conducted at the Psychotherapy 
Research Centre or at the Psychological Service Centre of the University of Windsor. 
Both centers are established clinics in the Psychology Department at the University of 
Windsor. All therapy sessions were tape recorded and monitored by Dr. Sandra C.
Paivio or Dr. Josee L. Jarry. Supervision consisted of weekly team meetings and 
individual and small group review of video and/or audiotapes.
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Procedure
The larger project (Paivio et al., 2004) and the present study were approved by 
the Research Ethics Board of the University of Windsor. All clients signed consent 
forms to indicate their understanding of their rights, risks, and benefits regarding 
participation. Before being accepted into the program, clients agreed to audio and/or 
videotaping of therapy sessions for the purposes of supervision. After therapy 
completion, consent to use tapes for research purposes was requested. All but one 
participant agreed. Participants were randomly assigned to treatment conditions after 
session three by a coin toss conducted by the therapist and witnessed by a member of the 
research team. Client characteristic and outcome measures were administered at pre-, 
mid-, and post-treatment. The WAI (client and therapist versions) was completed after 
every session beginning with session three and the PSQ was completed after every 
session beginning with session four. To contribute to accuracy of reporting, clients were 
assured that their endorsements on these measures were kept confidential from their 
therapists.
Process Ratings
Selection o f episodes.
Consistent with previous EFTT process research (Paivio et al., 2001; Paivio et 
al., 2004), the therapy episodes that were selected for rating from video-taped sessions 
were those in which the therapist initiated the intervention of interest. This included the 
first IC or EE intervention (usually session four) and one session selected from the 
middle and late thirds of each completed therapy. Sessions seven to 11 were designated 
as middle sessions and sessions 12 to 16 were designated as late. Ten participants
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received between 17 and 20 sessions. In these cases, sessions 12 and 13 were 
considered middle sessions rather than late. The therapist PSQs were used to help 
identify sessions that contained IC and EE interventions. The highest rated o f these 
sessions according to therapist PSQ scores were selected. An estimate of the tape 
location of the intervention of interest was reported on the therapist process notes. Thus, 
45 IC episodes and 45 EE episodes were selected and rated on the EXP scale and the 
EAS-R scale. PSQ and WAI scores of corresponding sessions were used for analyses 
involving these measures.
The beginning and ending of IC and EE episodes were determined by the 
principal investigator of the present study, Margaret B. Ralston, under the guidance of 
Sandra C. Paivio. The criteria for the beginning of the IC intervention were the therapist 
operations of bringing out an empty chair and directing the client to imagine the past 
abusive, neglectful, or nonprotective other sitting in the chair and engaging in a dialogue 
with him or her. The episode continued through to the end of the dialogue and included 
any discussion and integration that was clearly related to the client’s experience of the 
IC exercise, for example, discussions about the meaning of the interaction with the 
imagined other, new awareness and insight, and changes in feelings towards the other. 
The IC episode ended when the dialogue or the process of integration was no longer the 
focus of the therapy session or the session ended. Similar criteria have been used 
previously to reliably identify thematic or content related episodes (Elliott, 1983; 
Goldman, 1997; Holowaty, 2004). Some clinical examples of beginnings and endings of 
IC interventions are included in Appendix A.
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The criterion for the beginning of an EE episode consisted of the therapist 
operation of directing the client to focus on traumatic child abuse memories or material. 
The EE episode continued through the client’s exploration of this traumatic material, 
guided by empathic and evocative interventions by the therapist. The exploration 
included feelings towards past abusive, neglectful, or nonprotective others, and also 
included other issues such as loneliness or fear related to the abuse or neglect.
Discussion and integration of changes in feelings towards the other, new insight and 
awareness, and changes in meanings that were clearly related to the client’s experience 
of the trauma exploration were included. The EE episode ended when the process of 
exploration of trauma material or integration was no longer the focus of the therapy 
session or the end of the session was reached. Some clinical examples of beginnings and 
endings of EE interventions were included in Appendix B.
Training o f  raters.
Two student raters were recruited through a graduate research group work 
exchange agreement with the present author. These raters were blind to the hypotheses 
and research design. A rating dyad that consisted of a primary rater and a reliability 
rater was used for each measure. The present author was the reliability rater for both 
measures. Primary raters were doctoral students in clinical psychology and were trained 
by the present author who had extensive rating experience as a primary rater.
A similar training procedure was used for both measures. This consisted of 
rating videotaped examples of EFTT therapy sessions (not included in this study) 
according to category criteria specified by EXP and EAS-R manuals (Klein et al., 1969; 
Klein et al., 1986; Machado et al., 1999) and training dyad discussions. As training
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progressed, dyad discussions led to the development of detailed training rules which 
facilitated agreement on scale levels. Advice from the research supervisor (Sandra C. 
Paivio), who had extensive experience with both measures, was sought to help resolve 
rating discrepancies.
To facilitate rating, episodes were divided into five minute segments. Ratings 
were given to each client speech turn within a segment and a modal rating was assigned 
based on the most frequently occurring rating. The most frequently occurring segment 
mode became the overall mode for the entire episode. The highest level reached in any 
segment became the peak rating for that episode. When segments were evenly divided 
between two levels, the lower level became the modal rating, and the highest level 
reached in any segment became the peak rating for the episode. This is consistent with 
rating rules (Klein et al., 1986) and with previous research that successfully used these 
measures (Holowaty, 2004). Raters were trained to agree on a single mode rating and 
peak rating for each episode. Training continued until adequate and consistent inter­
rater agreement (r > .75) was reached for both modal and peak ratings. This required 
approximately 50 hours of training on each scale.
Rating o f episodes.
Ninety early, middle, and late IC and EE episodes were prepared by the present 
author prior to rating. Three episodes were on audiotapes and the remaining episodes 
were on videotapes. The three audio taped episodes were early, middle, and late IC 
sessions for a client who agreed to audio taping but not to video taping. Both audiotapes 
and videotapes are considered acceptable data formats for rating (Klein et al., 1986; 
Machado et al., 1999). Identifying information on tapes such as session number, session
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dates, and client and therapist initials were concealed. Tapes were randomly assigned 
episode numbers from one to 90 and were rated in numerical order. The only 
information provided on the tapes was the episode number and the exact start and end 
times for the particular episode on the tape. Raters viewed only the portions of the tapes 
within the identified parameters.
The first thirty episodes were rated by both the primary rater and the reliability 
rater to establish inter-reliability. This was one third of the sample and is considered 
sufficient when using measures with established psychometric properties (Goldman, 
1998; Greenberg & Malcolm, 2002; Holowaty, 2004). The following procedure was 
used for EXP Scale ratings. Raters independently assigned overall modal and peak 
ratings after viewing each episode. To control for rater drift, any rating discrepancies 
were discussed and resolved immediately. Ratings of the primary rater were not 
changed but adjustments to training rules were applied to future ratings. The primary 
rater coded the remaining 60 episodes. To continue to control for rater drift, the 
reliability rater coded six episodes that were randomly selected from these 60. Raters 
met periodically for discussion and resolution of discrepancies. The procedure for rating 
the EAS-R was the same as that for the EXP, except that raters also identified the 
predominant emotion present throughout the episode. As well, other emotions that were 
present were identified and listed.
Inter-rater reliability of the modal and peak EXP and EAS-R ratings were 
assessed by calculating the proportion of rater agreement and Cohen’s (1960) kappa (k) 
which corrects for agreements by chance. The proportion of rater agreement for EXP 
mode was 0.92 and k = 0.80. For EXP peak, the proportion of agreement was 0.92 and k
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= 0.87. The proportion of agreement for EAS-R mode was 0.82 and k = 0.77. For 
EAS-R peak, the proportion of agreement was 0.91 and k = 0.90.
Preliminary Analyses
Power Analysis
In order to determine whether or not 15 subjects per group would provide enough 
power for statistical tests to reveal between-group differences of mean process ratings, 
an a priori power analysis was conducted using the means and standard deviations from 
Maslove’s (1989) study as predicted values. Maslove’s study (N=  28) compared the 
mean EXP ratings of the Gestalt empty chair technique (M = 3.33, SD = .44) with those 
of empathic reflections (M=  2.72, SD = .55). The effect size between these two 
techniques was very large (d = 1.39). The rationale behind using these values as 
predicted means and standard deviations for IC and EE for the power analysis was based 
on the minimum meaningful difference method described by Aron and Aron (1994).
That is, although actual EXP differences between IC and EE were not expected to be as 
large as that found by Maslove (.61), a difference of less than this would not be enough 
to justify the use of one intervention over the other in order to promote client EXP. The 
a priori power analysis indicated that if there was a difference between IC and EE 
regarding EXP level that was large enough to have a practical impact, 15 subjects per 
group would provide 90% power for tests comparing the means of the two groups. Of 
course, less power is provided when effect size is smaller.
Data Screening
Process data in the present study were screened for outliers using the method 
outlined by Tabachnick and Fidell (1996). Accordingly, cases with standardized scores
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in excess of + 3.29 (p < .001, two-tailed test) were considered to be potential outliers. 
This screening procedure found no outliers in the process data. Data also was screened 
for normality. A conventional but conservative (.01) alpha level was used to evaluate 
significance of skewness and kurtosis (Tabachnick & Fidell, 1996). None of the process 
variables were significantly skewed. Only one variable contained significant kurtosis, 
specifically, Experiencing Scale modal ratings. As well, Box’s Test of equality of 
covariance matrices and Levene’s Test of equality of error variances were conducted on 
all ANOVA analyses to ensure that data reasonably met homogeneity of variance 
assumptions.
In order to preserve potentially meaningful information and in keeping with the 
standards in other process research (e.g., Malcolm & Greenberg, 2002; Maslove, 1989; 
Paivio et al., 2001), alpha level was set at .05 for all analyses. However, Bonferroni 
corrections were used on significant post hoc multiple comparisons in order to identify 
the most robust findings.
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CHAPTER THREE: RESULTS 
Client Pretreatment Characteristics 
Demographic Characteristics
Table 1 displays the demographic characteristics of the total sample, as well as 
by group. As shown in Table 1, slightly more than half the total sample was female 
(56.7%) and the average age was 43.6 (SD = 12.0). Clients were predominantly of 
European origin, had at least one year of education beyond high school, were in primary 
relationships, were employed with a family income greater than $20,000, and had at 
least one child. Eighty-six percent of the total sample had a history of previous therapy, 
typically for anxiety, depression, and relationship distress.
Client Characteristics
Table 2 presents the means and standard deviations of client characteristics at 
admission of the total sample, as well as by group. Eighty percent of the sample 
reported severe to extreme levels of childhood abuse according to manual criteria of the 
CTQ (Bernstein & Fink, 1998) for the abuse focused on in therapy. Ten percent 
reported moderate to severe levels of abuse and seven percent reported low to moderate 
levels. One client reported abuse below the cut-off for mild cases (Bernstein & Fink,
1998) for the abuse focused on in therapy but reported severe to extreme levels of 
emotional abuse. All clients reported more than one type of childhood abuse, but 
identified one type as the primary focus for therapy. As indicated in Table 2, 50% of the 
clients focused on sexual abuse which ranged from a single episode of fellatio to 
repeated victimization over many years by multiple perpetrators. Thirteen percent










M SD M SD M S£>
Age 43.6 12.0 43.07 13.0 44.2 11.5
Children 2.2 2.1 1.8 1.5 2.6 2.5
Sex N % N % N %
Male 13 43.3 1 46.7 6 40.0
Female 17 56.7 8 53.3 9 60.0
Marital Status
Single 8 26.7 5 33.3 3 20.0
Common Law 2 6.7 — — 2 13.3
Married 13 43.3 6 40.0 7 46.7
Separated/ 7 23.3 4 26.7 3 20.0
Divorced
Education
High School 8 26.7 4 26.7 4 26.7
Undergraduate 17 56.7 8 53.3 9 60.0
Graduate 5 16.7 3 20.0 2 13.3
Employment Status
Fulltime 17 56.7 9 60.0 8 53.3
Part-time 7 23.3 2 13.3 5 33.3
Unemployed/ 6 20.0 4 26.7 2 13.3
Retired/Disability










Family Income N % N % N %
<$20,000 4 13.3 3 20.0 1 6.7
$20,000-$39,000 11 36.7 4 26.7 7 46.7
$40,000-559,000 4 13.3 3 20.0 1 6.7
>$60,000 11 36.7 5 33.3 6 40.0
Ethnicity
European Origin 26 86.7 14 93.3 12 80.0
First Nations 1 3.3 1 6.7 _ _
Other 3 10.0 _ _ 3 20.0
Previous Therapy (yes) 26 86.7 15 100.0 11 73.3
Note. IC = Imaginal Confrontation; EE = Evocative Empathy.










M SD M SD M SD
CTQ 67.28 13.25 69.07 14.00 65.50 12.68
TAS-20 67.65 7.10 69.10 7.37 66.21 6.75
PDQ-4+ 41.34 10.91 39.91 9.96 42.34 11.96
PSSI 23.03 12.12 22.67 12.71 23.40 11.93
Abuse Type: N % N % N %
Sexual 15 50.0 8 53.3 1 46.7
Physical 4 13.3 2 13.3 2 13.3
Emotional 6 20.0 4 26.7 2 13.3
Neglect 5 16.7 1 6.7 4 26.7
Note. IC = Imaginal Confrontation, n -  15; EE = Evocative Empathy n = 15; CTQ = 
Childhood Trauma Questionnaire (28-item); TAS-20 = Toronto Alexithymia Scale (20- 
item); PDQ-4+ = Personality Diagnostic Questionnaire 4+; PSSI = PTSD Symptom 
Severity Interview.
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focused on physical abuse which ranged from harsh physical discipline to severe 
beatings that resulted in injuries that required hospitalization. Twenty percent focused 
on emotional abuse which ranged from frequent verbal derogation by a caregiver to 
recurrent threats of physical harm. Sixteen percent focused on neglect which ranged 
from lack o f emotional support from a caregiver to near starvation from lack of nutrition.
Seventy percent of the total sample met PTSD criteria on the PSSI. The mean 
severity scores on the PSSI were comparable to those reported in other studies of adult 
survivors of childhood abuse (Paivio & Nieuwenhuis, 2001) and indicate moderate 
posttraumatic stress symptomatology. Eighty-three percent of the total sample scored 
above the recommended clinical cut-off on the TAS-20 (Taylor et al., 1997), indicating 
that these clients met criteria for alexithymia. This is higher than prevalence rates for 
alexithymia in a sample of university students (Paivio & McCulloch, 2004) and in 
outpatients suffering from depression (Saarijarvi, Salminen, & Toikka, 2001) but 
comparable to outpatients suffering from PTSD (Fukunishi, Sasaki, Yasunori, Anze, & 
Masaki, 1996). The overall mean of the TAS-20 of the present sample was within one 
standard deviation of that reported by Fukunishi et al. (1996).
Scores over 50 on the PDQ-4+ indicate an increased likelihood of meeting 
clinical criteria for personality disorders (Hyler et al., 1988). Twenty-six percent of the 
total sample scored over 50 on this measure. This percentage is comparable to that 
reported by Paivio and Patterson (1999) who did not use the PDQ-4+ but assigned 
personality disorder diagnoses according to DSM-IV criteria. Twenty-seven percent of 
that sample of abuse survivors met criteria. In another sample, Berenbaum (1996)
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reported that 38 percent met personality disorder criteria using a structured clinical 
interview in addition to the PDQ-R.
Comparison o f  Groups on Demographics and Client Characteristics
As shown by Tables 1 and 2, the composition of the IC and EE groups were 
comparable in terms of demographics and client characteristics. Statistical analyses 
were conducted comparing the two groups on these variables. Chi-square analyses for 
independence were conducted on categorical variables of sex, marital status, education, 
employment status, family income, ethnicity, and abuse type. No significant differences 
between observed and expected frequencies for IC versus EE were found for sex, X  (1, 
N  = 30) = 0.14, p  = ns, marital status, X2 (3, N  = 30) = 2.73, p = ns, education, X2 (2, N  =
y  y
30) = 0.26, p  = ns, employment status, X  (2,N  = 30) = 2.00, p  = ns, family income, X  
(3 ,N = 30) = 2.88, p  = ns, ethnicity, X2 (2, N  = 30) = 4.16,p  = ns, or abuse type, X2 (3, 
N =30) = 2.52, p  = ns.
ANOVA’s were used to compare the two groups on age, number of children, 
previous participation in therapy, and client characteristics. The results yielded no 
significant differences between groups except in previous therapy, F  (1, 28) = 5.09, p  =
y t
.032, r\ = .154. All of the clients in the IC group previously participated in therapy; 
whereas only 73.3% of the EE clients did. Correlation analyses were conducted in order 
to determine whether the previous therapy variable was significantly associated with 
outcome and process variables. The results yielded no significant associations between 
previous therapy and any dependent variable. In sum, chi square, ANOVA, and 
correlation results taken together suggest that any group differences found in processes
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or outcome were not due to group differences in demographic or client characteristic 
variables.
Results Concerning Hypotheses, Expectations, and Questions 
Treatment Effects
Groups at Pretreatment
Table 3 presents the means, standard deviations, and effect sizes of outcome 
measures pre- and post treatment for IC and EE groups. As shown by Table 3, the 
groups were comparable in terms of pretreatment scores. Consistent with other studies 
of adult survivors of childhood abuse (Paivio & Nieuwenhuis, 2001; Paivio & Patterson,
1999), pretreatment mean scores for each group on the SCL-90-R indicate moderate 
levels of symptom distress. The mean scores on the IES indicate moderate levels of 
trauma-related symptoms. The midpoint of the RSE scale (20) indicates a generally 
positive self-outlook (Blascovich & Tomaka, 1991). As shown by Table 3, both groups 
reported some moderate issues related to self-esteem. The mean distress scores on the 
IIP for both groups were almost one standard deviation higher than outpatient norms 
reported by Horowitz et al. (1988), but comparable to that reported in other studies of 
adult survivors of childhood abuse (Paivio & Nieuwenhuis, 2001). The mean score of 
the total sample on the RS suggests a high level of unresolved issues with past abusive 
others and is comparable to that reported in other studies of adult survivors of childhood 
abuse (Paivio & Nieuwenhuis, 2001). In sum, at pretreatment, both groups can be 
described as moderately distressed with symptomatology, interpersonal, and self-related 
disturbances similar to those described in other studies of adult childhood abuse 
survivors (Cloitre et al., 2002; McDonagh et al., 2005; Paivio & Nieuwenhuis, 2001).
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Table 3
Means and Standard Deviations o f  Outcome Measures Pre- and Post Treatment for IC 
and EE Groups
Measure Group Pretest Post Treatment Effect Size
M SD M SD pre-post
ds
U3 (%)
SCL-90-R IC 1.5 0.6 0.6 0.4 1.8 96.4
EE 1.6 0.8 0.7 0.7 1.2 88.0
IES IC 24.5 8.3 10.1 7.4 1.8 96.4
EE 25.5 8.3 7.4 7.5 2.3 98.8
RSE IC 24.0 5.1 18.5 4.9 1.1 86.0
EE 26.4 6.4 21.2 9.6 0.7 76.0
IIP IC 1.9 0.4 1.0 0.4 2.3 98.8
EE 1.9 0.4 1.3 0.8 1.0 84.0
RS IC 40.6 5.8 29.8 4.2 2.2 98.5
EE 41.9 6.5 29.7 5.7 2.0 97.7
Note. IC = Imaginal Confrontation, n=  15; EE = Evocative Empathy, n = 15; SCL-90-R 
= Symptom Checklist-90-Revised; IES = Impact of Events Scale; RSE = Rosenberg 
Self-Esteem Scale; IIP = Inventory of Interpersonal Problems; RS = Resolution Scale; 
pre-post difference score (ds) = Mpretest- Mpost,es,/S'.Dpooied; £ /j= magnitude of pre-post 
difference (Cohen, 1988).
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Pretreatment Analyses
MANOVA was used to compare the groups at pretreatment on outcome 
measures. The results yielded no significant multivariate effect for group, F  (5,24) = 
.295, p  = ns,tj = .058, suggesting that the groups did not differ on outcome measures at 
pretreatment. The groups were also compared on mean number of sessions per group. 
The mean number of sessions for the IC group was 16.80 (SD -  1.66) and the mean 
number for the EE group was 17.13 (SD = 1.73). An independent samples t-test was 
used to compare the mean number of sessions of the two groups and yielded no 
significant differences, t (28) = -.540, p  = ns, two tailed. In sum, the groups did not 
differ in terms of pretreatment outcome measures and they did not differ with regard to 
mean number of sessions. This indicates that any group differences found in outcome 
were not due to group differences in terms of these variables.
Outcome Analyses
To test the hypothesis that both treatment conditions would be equally effective, 
a repeated measures MANOVA was conducted using group (IC vs. EE) as a between 
factor and time (pretest vs. posttest) as a within factor. Groups were compared on 
outcome measures. The results revealed no significant effect for group, F ( 5, 24) = .438,
9 9p  = ns,t] = .084, or for group by time interaction, F  (5, 24) = 1.038,p  = ns,rj = . 178. 
However, there was a significant effect for time, F  (5, 24) = 18.701, p  < .0001, rj2 = .796. 
Subsequent univariate F  tests for the time effect were also significant for all measures, 
indicating that both IC and EE were effective in producing positive change on the 
domains assessed by these outcome measures.
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Equivalency Analyses
The mean outcome scores on the dependent measures appear approximately 
equal between groups (see Table 3) and the MANOVA analysis yielded no significant 
group differences. However, this does not necessarily support the hypothesis that the 
two groups are equally effective. To further examine the hypothesis of “no difference”, 
equivalency analyses (Rogers et al., 1993) were conducted on outcome measures. In 
accordance with equivalency testing procedure (Stegner, Bostrom, & Greenfield, 1996), 
an a priori decision was made concerning the minimum difference between mean 
outcomes important enough to consider the groups nonequivalent. Because the standard 
in equivalency testing is 20%, groups were considered equivalent if their outcome means 
differed by this amount or less.
Using the t-test approach outlined by Stegner et al. (1996), the IC group was 
designated the “reference” group due to the fact that this intervention has an established 
research background. EE was designated the “test” group. In terms of the RS outcome 
measure (see Table 3 for means and standard deviations), two-tailed equivalency /-tests 
yielded significant results in both directions, t (28) = 3.22, p  < .05, and, t (28) = -3.38,/? 
< .05, indicating that the two interventions were equally effective in producing positive 
client change on this measure.
With regard to the RSE measure, two-tailed equivalency testing yielded 
significant results in the positive direction, t (28) = 2.63, p < .05, but not in the negative 
direction, t (28) = -.56, p  = ns. This result indicates that the null hypothesis stating that 
the EE group mean is greater than the IC group mean by 20% or more can be rejected, 
but the hypothesis stating that the EE group mean is less than the IC group mean by 20%
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or more cannot be rejected (Stegner et al., 1996). In terms of equivalency testing, 
nonsignificant results indicate that either there is a meaningful difference between the 
two groups or the results are inconclusive due to insufficient power (Rogers et al., 1993). 
Regarding the present result, the latter is likely the case because it is obvious that the EE 
group mean (21.2) is not less than the IC group mean (18.5). The significant result in 
the positive direction indicates that the EE group did not score significantly higher on 
the RSE than did the IC group.
Equivalency /-tests yielded nonsignificant results in both directions on the SCL- 
90-R, / (28) = .87, p  = ns, and, t (28) = -.33, p  -  ns; the IIP, t (28) = 2.01 , p  = ns, and, t 
(28) = .25, p  = ns; and the IES, / (28) = -.24, p  -  ns, and, / (28) = -1.73, p  = ns. As 
shown by Table 3, all of these measures have large standard deviations in comparison to 
the post treatment means. Therefore, rather than demonstrating definite meaningful 
differences between groups, these results are inconclusive because of low power due to 
excessive within group variation (Rogers et al., 1993). Taking both the MANOVA and 
the equivalency testing together, these results suggest that the two groups were generally 
equivalent on most post treatment measures.
Clinical Significance
MANOVA results indicated that both IC and EE produced a significant level of 
positive change on outcome measures. The question of practical or clinical significance 
-  the effect size or magnitude of the pre-post difference - was answered with Cohen’s 
(1988) U$ statistic (see Table 3) which is a scale-free metric derived from Cohen’s effect 
size index. It is interpretable as follows: a U3 of 75%, for example, indicates the mean 
of the group at post-treatment is at the 75th percentile of the group at pretreatment. As
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shown by Table 3, the magnitude of the pre-post differences in both groups may be 
categorized as large or very large on all outcome measures. This indicates that both IC 
and EE were highly effective in producing positive change on the domains measured by 




Figure 1 depicts the trends across time for mean client WAI by group. As shown 
by the figure, there is very little difference between IC and EE over the course of 
treatment. As well, both groups demonstrate a general linear increase from early to late 
treatment. Table 4 presents the means and standard deviations of client rated WAI 
scores at early, middle, and late treatment times. Higher scores represent stronger 
therapeutic alliance. A repeated measures ANOVA comparing groups on client mean 
WAI scores at three treatment times yielded a significant effect for treatment time, F  (2, 
27) = 5.445, p  = .010, t]2 = .287. The effect for group by time was not significant, F  (2, 
27) = .647, p  = ns, rj2 = .046, nor was the effect for group, F  (1,28) = .060, p  = ns, rj2 = 
.002. The nonsignificant effect for group supports the expectation that alliance quality 
would be equivalent in the two conditions. As well, the significant effect for time 
indicates increases in alliance over the course of treatment in both groups which is 
consistent with previous research on EFTT with IC (Paivio & Patterson, 1999).
In order to clarify the significant effect for time, paired sample /-tests were used 
post hoc to compare client WAI treatment time means within groups (see Table 4 for 
group means and standard deviations). With regard to the IC group, there was a
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Middle
Treatm ent Tim e
Figure 1. Mean client Working Alliance Inventory scores for imaginal confrontation 
and evocative empathy interventions at three treatment times.
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Table 4




Group Client WAI 
M  SD
Early IC 6.00 •63
EE 5.84 1.05
Middle IC 6.11 .60
EE 6.25 .65
Late IC 6.34 .72
EE 6.51 .52
Note. IC = Imaginal Confrontation, n = 15; EE = Evocative Empathy, n = 15; WAI = 
Working Alliance Inventory.
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significant difference between middle and late treatment, t (14) = -2.748, p  = 0.016, 
indicating that alliance ratings were higher at late treatment compared to midtreatment in 
this group. There were no significant differences between early and midtreatment, t (14) 
= -.553, p  = ns, or between early and late treatment, t (14) = -1.622, p  = ns. In terms of 
the EE group, there was a significant difference between early and late treatment, 1(14)
= -2.471,/? = 0.027, indicating that alliance ratings were higher at late treatment 
compared to early treatment in this group. There were no significant differences 
between early and middle, t (14) = -2.081,/? = ns, or between middle and late treatment 
times, 1(14) = -1.938, p  = ns. Bonferroni corrections (alpha = .008) were conducted on 
significant findings. Results were not significant with the use of this more conservative 
test.
Experiencing
The mean lengths for IC and EE episodes used for process analyses (EXP and 
EAS-R) in the present study were 26.17 minutes (SD =10.61) and 28.41 minutes (SD -  
12.68), respectively. An independent samples t-test was used to compare the mean 
lengths of the IC and EE episodes and yielded no significant difference, t (88) = -.910, p  
= .365, two tailed. This indicates that the length of the IC and EE episodes did not differ 
and any differences found in processes were not due to length of the interventions.
Figure 2 displays means for modal EXP for the two groups at early, middle, and 
late treatment times. As shown by the figure, there was little difference in modal EXP 
across treatment time or between groups. Figure 3 displays means for peak EXP. As 
shown by the figure, again there was little difference between groups or across time at











Figure 2. Mean modal experiencing during imaginal confrontation and evocative 
empathy interventions at three treatment times.





Figure 3. Mean peak experiencing during imaginal confrontation and evocative 
empathy interventions at three treatment times.
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early and middle treatment times. At late treatment time, there was an increase in 
mean peak EXP in both groups but the increase in the IC group was greater than that in 
the EE group.
Table 5 presents the means and standard deviations of the modal and peak EXP 
levels at early, middle, and late treatment times by group. As shown by the table, modal 
EXP means for both groups were approximately at level 4 across time. It is worth noting 
that the standard deviations for modal EXP ratings were very small, suggesting very 
little variation in EXP ratings across individual clients. This result is similar to previous 
research that investigated client EXP during specific interventions (e.g., Holowaty,
2004; Maslove, 1989). As indicated by the table, mean peak EXP was greater than level 
4 for both groups across treatment times. In agreement with previous research (e.g., 
Holowaty, 2004; Maslove, 1989), the standard deviations were greater for peak EXP, 
suggesting somewhat more variation among individuals for peak EXP ratings than for 
modal EXP ratings.
To test for differences between groups for mode and peak EXP ratings over the 
course of therapy, a repeated measures MANOVA using group (IC vs. EE) as the 
between subject factor and time (early, middle, late) as the within subject factor was 
conducted.1 The analysis revealed no significant multivariate effects for group, F  (2, 27) 
= 1.397,/? = ns, t]2= .094; time, F  (4, 25) = .995, p  = ns, ij2= .137; or group by time
'This analysis failed to meet homogeneity of variance assumptions. Levene’s 
Test was significant for modal EXP ratings at late treatment. However, because this 
analysis was part of the analytical strategy of the study, the results are included but 
should be interpreted with caution.
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Table 5
Means and Standard Deviations o f  Modal and Peak Experiencing Levels at Three 
Treatment Times
Treatment Group EXP Mode EXP Peak
Time n =  15 M __________SD M ___________SD
Early IC 3.93 0.26 4.93 0.96
EE 4.00 0.53 4.60 0.74
Middle IC 4.00 0.38 4.80 0.94
EE 3.93 0.46 4.60 0.83
Late IC 4.00 0.00 5.47 0.99
EE 3.93 0.46 4.80 0.86
Note. IC = Imaginal Confrontation, n = 15; EE = Evocative Empathy, n — 15; EXP = 
Experiencing Scale.
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interaction, F  (4, 25) = .454,/? = ns, t}2= .068.
Taking the descriptive statistics and the MANOVA results together, the results 
support the expectation that both IC and EE would promote approximately equal 
moderate to high levels of EXP. Although there was an increase in mean peak EXP at 
late treatment, especially in the IC group, the overall differences among treatment time 
means was not significant.
Emotional Arousal
Figures 4 and 5 display mean mode and peak EAS-R level, respectively, for the 
two groups at early, middle, and late treatment. As depicted by the figures, there are 
differences in patterns of trends across time between mode and peak EAS-R and there 
appears to be group differences as well. In terms of mode, the IC group exhibited higher 
EAS-R at the beginning of treatment but then dropped at late treatment. The EE 
group steadily increased until there was no difference between the two groups at late 
treatment. With regard to peak EAS-R, the two groups were similar at early and 
midtreatment times with the IC group slightly higher. The IC group showed a slight 
downward trend at late treatment. The EE group showed a small increase from early to 
midtreatment but decreased by late treatment. The difference between groups was larger 
at this time as well.
Table 6 presents the means and standard deviations of the modal and peak EAS- 
R levels at early, middle, and late treatment times by group. The table indicates that 
modal emotional arousal was low to moderate during both the IC and the EE 
interventions. Peak emotional arousal was moderate to moderately intense for both 
groups across treatment time with one exception; namely, the peak for the EE group at












Figure 4. Mean modal emotional arousal during imaginal confrontation and evocative 
empathy interventions at three treatment times.









Figure 5. Mean peak emotional arousal during imaginal confrontation and evocative 
empathy interventions at three treatment times.
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Table 6
Means and Standard Deviations o f  Modal and Peak Emotional Arousal Levels at Three 
Treatment Times
Treatment Group EAS-R Mode EAS-R Peak
Time n = 15 M SD M SD
Early IC 2.73 0.70 3.80 0.94
EE 2.27 0.46 3.40 0.91
Middle IC 2.80 0.56 3.67 1.05
EE 2.40 0.74 3.53 1.06
Late IC 2.60 0.63 3.67 0.98
EE 2.60 0.63 2.93 0.88
Note. IC = Imaginal Confrontation, n=  15; EE = Evocative Empathy, n -  15; EAS-R = 
Emotional Arousal Scale-Revised.
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late treatment time which was low to moderate. Similar to the EXP results, the 
standard deviations of EAS-R mean ratings were small. This concurs with previous 
research on EFTT using the EAS-R Scale (e.g., Holowaty, 2004). Similar to the EXP 
results, there was somewhat more variability in peak ratings compared to modal ratings.
To test for differences between groups for mode and peak EAS-R ratings, a 
repeated measures MANOVA using group (IC vs. EE) as the between subject factor and 
time (early, middle, late) as the within subject factor was conducted. The analysis
'y
revealed a significant group by time interaction, F (4, 25) = 5.020,p  = .004, rj = .445, 
indicating that modal and peak ratings follow different patterns across time by group. 
This is evident from Figures 4 and 5. The multivariate effect for time was not 
significant, F  (4,25) = 2.433, p = ns, rj2 = .280, nor was the multivariate effect for group,
9  • » • •F (2,27) = \A 9 7 ,p  = ns, rj = .081. Subsequent univariate results yielded significant 
linear group by time interaction for modal EAS-R, F ( l ,  28) = 4.133,/? =.052, r|2= .129. 
This indicates that the two groups exhibited significantly different linear trends across 
treatment time for modal ratings. As shown by Figure 4, the IC group had a general 
tendency to decrease from the beginning to the end of treatment; whereas, the EE group 
increased. No other univariate results were significant.
To clarify aspects of the significant interactions, independent samples /-tests 
were used to compare modal and peak EAS-R group means at each treatment time 
separately (see Table 6 for means and standard deviations). The results yielded 
significant group differences for modal EAS-R, t (28) = 2.153,/? = .040, at early 
treatment time but not for middle, t (28) = 1.673,/? = ns, or late treatment times, t (28) = 
.000, p  =ns. This indicates higher modal EAS-R ratings in the IC group than in the EE
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group at the beginning of treatment but not at other times. The /-test results for peak 
EAS-R revealed significant differences at late treatment time, / (28) = 2.157,/? = .040, 
but not at early, / (28) = 1.183, p  = ns, or middle, / (28) = .347, p  = ns, treatment times. 
This indicates higher peak EAS-R ratings in the IC group than in the EE group at late 
treatment time but not at early or midtreatment. Bonferroni corrections (alpha = .008) 
were conducted on findings that were significant at the .05 level. With corrections, these 
results were not significant. Overall, the hypothesis that IC would promote higher levels 
of emotional arousal than would EE was partially supported. There was higher 
emotional arousal in the IC group than in the EE group at early treatment time for modal 
ratings and at late treatment time for peak ratings.
To further clarify aspects of the multivariate group by time interaction, paired 
sample /-tests were used to compare treatment time means within groups (see Table 6 for 
group means and standard deviations). There were no significant differences between 
any pairs of means in the IC group for both mode and peak, suggesting that IC promotes 
a fairly constant level of emotional arousal across time. Regarding the EE group, there 
were no significant differences between any pairs of means for modal EAS-R. However, 
for peak EAS-R, the difference between early and late treatment was significant, / (14) = 
2.432, p  = 0.029, as was the difference between middle and late treatment, / (14) =
2.553, p  = 0.023, indicating lower peak EAS-R ratings in the EE group at late treatment 
time compared to early and middle treatment times. The difference between early and 
middle treatment for peak EAS-R was not significant, / (14) = -0.564,p  = ns.
Bonferroni corrections (alpha = .008) were conducted on significant findings. Results 
were not significant with this more conservative test.
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Contrary to observations and the significant group by time interaction for 
modal EAS-R, post hoc tests indicate that both IC and EE promoted a fairly constant 
modal level of emotional arousal across treatment times. The IC intervention promoted 
a constant level of peak arousal as well. However, the EE intervention promoted a lower 
level of arousal at late treatment compared to early and middle treatment times.
In addition to ratings of level of emotional arousal, the EAS-R also requires 
raters to identify the most predominant type of emotion expressed per episode. With 
regard to the IC group, anger was the most predominant emotion expressed in 25 (56%) 
episodes. Sadness was the most predominant emotion in 18 (40%) episodes. Joy, 
disgust, hurt, fear, and surprise made up the remaining four percent. With regard to the 
EE group, anger was the most predominant emotion expressed in 20 (44%) episodes and 
sadness was predominant in 24 (53%) episodes. The remaining three percent was made 
up of emotions similar to those of the IC group. A chi-square analysis for independence 
was conducted to determine whether there were significant differences between groups 
regarding proportions of the predominant emotions expressed. The analysis revealed no 
significant differences between observed and expected proportions, X  (2,N  = 90) = 
1.748,/? = ns.
Engagement in Trauma Material
Client reports of levels of engagement in trauma material, as measured by the 
Postsession Questionnaire (PSQ), were used as a source of process information to 
complement the observer process ratings. The PSQ measures processes similar to but 
not identical to both EAS-R and EXP (i.e., emotional arousal and active engagement). 
Figure 6 depicts client PSQ means across early, middle, and late treatment times. Higher




Figure 6. Mean client postsession questionnaire scores for imaginal confrontation and 
evocative empathy interventions at three treatment times.
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scores indicate more active engagement in exploring trauma material. As shown by 
the figure, both groups tended to increase between early and midtreatment then 
stabilized at late treatment. The EE group was consistently higher.
Table 7 presents the means and standard deviations o f client-rated PSQ scores 
across treatment times. As expected, the mean scores for both groups represent 
moderate to high engagement with trauma material. Repeated measures between groups 
ANOVA was conducted on client mean PSQ scores. The analysis revealed a significant 
effect for group, F  (1, 28) = 5.423,p  = .027, rj2 = .162, indicating that, contrary to the 
expectation, the groups were not equivalent with regard to levels of engagement with 
trauma material. There was also a significant effect for time, F  (2, 27) = 4.595, p  = .019, 
rj2 = .254. The group by time interaction was not significant, F  (2, 27) = .297, p  = ns, rj2 
= . 022.
To clarify the significant group effect, independent samples /-tests were 
conducted post hoc to compare the two groups at each treatment time separately (see 
Table 7 for means and standard deviations). There was a significant difference between 
groups at early treatment time, t (28) = -2.497,/? = .019, indicating higher client PSQ 
ratings in the EE group than in the IC group at this time. At midtreatment, t (28) = - 
1.782,/? = ns, and late treatment, t (28) = -1.265,/? = ns, there were no significant 
differences between groups. The difference between groups at early treatment was not 
significant with Bonferroni correction (alpha = .017).
To further elucidate the significant effect for time, paired sample /-tests were 
used post hoc to compare PSQ means across time within groups (see Table 7 for means 
and standard deviations). There was a significant difference between early and middle
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Table 7




Group Client PSQ 
M  SD
Early IC 29.02 6.62
EE 35.58 7.74
Middle IC 33.10 7.26
EE 38.08 8.04
Late IC 33.30 10.17
EE 37.89 9.68
Note. IC = Imaginal Confrontation, n = 15; EE = Evocative Empathy, n = 15; PSQ = 
Postsession Questionnaire.
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treatment times in the IC group, t (14) = -3.591,/? = 0.003, indicating that client PSQ 
ratings significantly increased from early to midtreatment. Although scores in the IC 
group tended to be higher at late treatment than at early treatment, the difference 
between these times was not significant, / (14) = -1.963,/? = ns, nor was the difference 
between midtreatment and late treatment, t (14) = -.093,/? = ns. The difference between 
early and middle treatment times was significant with Bonferroni correction (alpha = 
.008), indicating that the finding that clients in IC reported higher engagement with 
trauma material at midtreatment compared to the beginning of treatment is a robust 
finding.
In terms of the EE group, there were no significant differences between any pairs 
of means on the client PSQ, [i.e., early versus middle, t (14) = -1.252,/? = ns, early 
versus late, t (14) = -.745,/? = ns, and middle versus late, t (14) = .058,/? = ns], 
indicating that, overall, clients in the EE group did not report becoming more or less 
engaged in traumatic material over time.
Finally, a MANOVA was used to compare groups in terms of the average and 
highest levels of distress (see Table 8 for means and standard deviations). These 
variables were rated by clients on the PSQ. The multivariate effect for group was not 
significant, F  (2, 27) = 2.364,/? = ns, t]2 = .149, indicating that there was no difference 
between groups on these measures. This result is contrary to the hypothesis that states 
that clients in the IC group would report greater levels of distress than would clients in 
the EE group.
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Means and Standard Deviations o f Average and Highest Levels o f  Distress
102
Variable Group M SD
Average Distress IC 44.80 22.75
EE 41.05 18.21
Highest Distress IC 59.04 23.44
EE 64.05 11.15
Note. IC = Imaginal Confrontation, n = 15; EE = Evocative Empathy, n = 15.
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Client Pretreatment Characteristics
Associations between client pretreatment characteristics and therapy processes in 
each group were explored using correlation analyses. EXP and EAS-R ratings were 
averaged across modal and peak ratings and across treatment times to create single 
mean ratings for each group on each measure. Client PSQ and WAI were averaged 
across treatment times for each group and each measure.
Table 9 presents the intercorrelations among process variables and client 
pretreatment characteristic variables. In terms of intercorrelations among process 
variables, Table 9 shows that clients in the IC group who reported strong alliance on the 
WAI reported high engagement on the PSQ. No other intercorrelations among process 
variables were significant; however, according to Cohen (1998), .50 or above is 
considered to be a large correlation, .30 is moderate, and .10 is small. Cohen’s 
guidelines indicate that there was a moderate correlation between the WAI and the PSQ 
in the EE group and there was a large correlation between EXP and the PSQ in the IC 
group. Because both the WAI and the EXP scale measure processes conceptually 
similar to the PSQ, these results lend preliminary validity of the PSQ.
With regard to intercorrelations between process variables and client 
characteristics, clients in both groups who reported more severe trauma symptoms on the 
PSSI reached greater emotional arousal on the EAS-R (see Table 9). Also, clients in the 
EE group who reported more severe abuse on the CTQ reported stronger alliance on the 
WAI. Although not significant, this association was moderately large in the IC group as 
well and suggests a similar trend. In partial support of the hypothesis, there also was a 
nonsignificant but moderately large association between more severe alexithymia, as
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Table 9






Client Characteristic Variables 




EXP IC .061 .512 -.003 -.064 -.045 .225 .051
EE .294 -.118 .185 -.089 .227 -.416 -.125
EAS IC _ _ .188 .055 .546* .312 .040 -.245
EE — .197 .204 .638* .218 -.014 .164
PSQ IC .554* .205 .021 .204 -.105
EE — .356 .277 -.010 -.008 -.068
WAI IC .289 .510 .121 -.277
EE — .464 .624* .005 -.131
PSSI IC .433 .288 .023
EE “ .221 .108 .039
CTQ IC _ .191 -.345
EE — .308 .076
TAS- IC •• -.222
20 EE — .185
PDQ- IC _
4+ EE —
Note. IC = Imaginal Confrontation, n = 15; EE = Evocative Empathy, n = 15; EXP =
Experiencing Scale; EAS = Emotional Arousal Scale-Revised; PSQ = Postsession 
Questionnaire; WAI = Working Alliance Inventory; PSSI = PTSD Symptom Severity 
Interview; CTQ = Childhood Trauma Questionnaire; TAS -  20 = Toronto Alexithymia 
Scale -  20; PDQ-4+ = Personality Diagnostic Questionnaire 4+. *p < .05.
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measured at pretreatment by the TAS-20, with lower EXP ratings in the EE group.
There were no other substantial intercorrelations. Bonferroni corrections (alpha = .0018) 
were conducted on significant findings. No correlations were significant with this more 
conservative test.
Contributions o f Process Variables to Outcome
Although there were not enough participants per condition for an ideal process- 
outcome investigation (Tabachnick & Fidell, 1996), in keeping with the exploratory 
nature of this study, the contributions of process to outcome in each group were explored 
(without specific hypotheses). Partial correlations, controlling for pretest scores, were 
conducted among process variables and outcome variables. Table 10 presents these 
partial correlations.
As indicated in Table 10, there were several significant associations. Clients in 
the IC group who reached higher levels of EXP reported more adaptive self-esteem on 
the RSE at outcome. Clients in the EE group who reached higher levels of EXP reported 
more improved interpersonal functioning on the IIP and greater resolution of child abuse 
issues on the RS. Also, clients in the EE group who reported stronger therapeutic 
alliance on the WAI reported fewer general symptoms on the SCL-90-R and fewer 
trauma-related symptoms on the IES. As well, clients in the EE group who reached 
higher levels of emotional arousal reported fewer trauma-related symptoms on the IES. 
No other correlations were significant. Bonferroni corrections (.0014) were conducted 
on significant findings and none of these were significant at this more conservative alpha 
level.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
106
Table 10
Partial Correlations Between Process Variables and Outcome, Controlling for Pretest 






EXP EAS-R PSO WAI
SCL-90-R IC -.334 -.056 -.194 .040
EE -.516 -.356 .194 -.716**
IES IC .025 .049 -.117 .061
EE -.215 -.553* .076 -.589*
RSE IC -.550* .045 -.488 -.296
EE -.182 -.472 .049 -.155
IIP IC -.215 -.001 -.191 -.116
EE -.645* -.439 .201 -.452
RS IC -.142 .060 -.287 -.116
EE -.740** -.101 .011 -.498
Note. IC = Imaginal Confrontation, n=  15; EE = Evocative Empathy, n -  15; EXP = 
Experiencing Scale; EAS-R = Emotional Arousal Scale-Revised; PSQ = Postsession
Questionnaire; WAI = Working Alliance Inventory; SCL-90-R = Symptom Checklist- 
90-Revised; IES = Impact of Events Scale; RSE = Rosenberg Self-Esteem Scale; IIP = 
Inventory of Interpersonal Problems; RS = Resolution Scale. *p <.05, **p < .01.
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Although no other correlations were significant, there were several 
moderately large correlations (Cohen, 1988) that suggest trends (see Table 10). For 
example, clients in both groups who reached high levels of EXP tended to report fewer 
symptoms on the SCL-90-R. In the EE group, high levels of emotional arousal tended to 
be associated with improvement on almost all of the outcome measures, except the RS. 
Clients in the IC group who reported high engagement on the PSQ tended to report 
increased levels of self-esteem. As well, clients in the EE group who reported strong 
therapeutic alliance tended to report more improved interpersonal functioning and 
greater resolution of child abuse issues. Table 11 presents a summary of the hypotheses, 
expectations, and questions, analyses performed, and findings.
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Table 11










Nonsignificant group by time 
and group effects, suggesting 
groups are equivalent.
Significant time effect (p 
< .001), indicating significant 
improvement.
Equivalency Analyses * Significant and inconclusive 
results, indicating 
groups were generally 
equivalent on outcome 
measures.
2. IC would be 






Significant group by time 
effect (p -  .004), indicating 
group differences across 
time.
Nonsignificant group 
and time effects, 
indicating no
overall differences between 
groups.
3. IC would be higher 
than EE on client­
rated distress 
(average & highest).
MANOVA Nonsignificant group effect, 
indicating equivalence 
between groups.
4. Alexithymia (TAS-20) 
would be associated with 
experiencing (EXP) 
and EAS-R.
Correlation Nonsignificant associations, 
but trend in EE regarding 
interference with EXP.
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Table 11 continued




5. Alliance (WAI) 
would be equivalent 





by time and group effects, 
indicating equivalence 
between groups.
Significant time effect 
(p  = .018), indicating 
increase across time 
in both groups.
6. Experiencing (EXP) 
would be equivalent 




*Nonsignificant effects for 
group, time, and group by 
time, indicating equivalence 
between groups.
7. Engagement (PSQ) 
would be equivalent 




Significant group effect (p = 
.027), indicating that 
EE is higher.
Significant effect for time (p 
= .019), indicating increase 
across time in both groups.
Nonsignificant group by time 
effect, indicating no 
difference between groups 
across time.
8. Associations between 
processes and pretreatment 
client characteristics?
Correlation Significant positive 
associations between abuse 
severity (CTQ) and alliance 




trauma severity (PSSI) and 
EAS-R in IC (r =.546) and in 
EE (r = .6381.
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9. Associations among 
process variables and 
outcome?
Partial Correlation, 




experiencing (EXP) and 
improved self-esteem (RSE)
(r = -.550) in IC group.
Significant positive 
association between 
experiencing (EXP) and 
improved interpersonal 
functioning (IIP; r = -.645), 
and resolution (RS; r = -.740) 
in EE group.
Significant positive 
association between alliance 
quality (WAI) and reduced 
global (SCL-90-R; r = -.716) 
and trauma-related (IES; r = - 




emotional arousal (EAS-R) 
and reduced trauma-related 
symptoms (r = -.553) in the 
EE group._______________
Note. *Results support hypotheses/expectations/questions. IC = Imaginal 
Confrontation, n = 15; EE = Evocative Empathy, n = 15 ; EXP = Experiencing Scale; 
EAS-R = Emotional Arousal Scale-Revised; WAI = Working Alliance Inventory; PSQ = 
Postsession Questionnaire; TAS -  20 = Toronto Alexithymia Scale -  20; CTQ = 
Childhood Trauma Questionnaire; SCL-90-R = Symptom Checklist-90-Revised; IES = 
Impact of Events Scale; RSE = Rosenberg Self-Esteem Scale; IIP = Inventory of 
Interpersonal Problems; RS = Resolution Scale.
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CHAPTER FOUR: DISCUSSION 
Summary of Findings 
The objective of the present study was to compare and contrast client processes 
during imaginal confrontation (IC) and evocative empathy (EE) interventions in two 
versions of Emotion Focused Trauma Therapy (EFTT) with a sample of adult survivors 
of childhood abuse. As hypothesized, the two treatments were generally equivalent 
with regard to effectiveness. Also, in agreement with previous research regarding the 
efficacy of EFTT (Paivio & Nieuwenhuis, 2001), both treatments were highly effective 
in producing positive changes on the multiple domains assessed by outcome measures. 
In terms of client processes, the results revealed meaningful patterns of similarities and 
differences between IC and EE, some of which supported hypotheses and expectations. 
A summary of the results is presented below, followed by a detailed discussion of the 
findings.
Therapeutic Alliance
As expected, alliance quality was found to be equally strong in both groups and 
there were no obvious differences between IC and EE regarding strength of alliance 
over the course of therapy. Also, both groups demonstrated a general linear increase 
from early to late treatment. In terms of the contribution of alliance quality to outcome, 
clients in the EE group who reported stronger alliances reported fewer general and 
trauma specific symptoms. Although not statistically significant, there were also 
moderately large correlations (Cohen, 1988) in the EE group between alliance quality 
and more adaptive interpersonal functioning and greater resolution of child abuse issues.
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
112
Experiencing
As expected, both IC and EE were associated with moderate to high levels of 
experiencing during trauma exploration, indicating that both interventions promoted 
client exploration of feelings and meanings associated with abuse. Although no obvious 
differences were observed between IC and EE in terms of modal experiencing, IC 
promoted brief moments of deeper self-exploration (peak experiencing) late in therapy. 
As well, experiencing was significantly related to outcome in both groups. In the EE 
group, client depth of experiencing was associated with more adaptive interpersonal 
functioning and greater resolution of child abuse issues. In the IC group, client depth of 
experiencing was associated with more positive self-esteem. There also were 
moderately large associations between depth of experiencing and reduced symptoms of 
distress in both groups. However, these associations were not statistically significant. 
Emotional Arousal
Overall, both IC and EE promoted moderate levels of emotional arousal during 
trauma exploration. Group differences were observed in terms of patterns of arousal 
across treatment times for both modal and peak ratings. In IC, modal arousal levels 
started out higher than in EE and decreased by the end of therapy. In EE, on the other 
hand, modal arousal level increased over time such that both groups were equal at the 
end of therapy. In terms of peak arousal, IC was higher than EE and was generally 
constant over the course of treatment. Peak arousal in EE was generally constant to 
midtreatment but decreased by the end of treatment. These results partially support the 
hypothesis that IC would promote higher levels of emotional arousal than would EE.
Emotional arousal was associated with improved outcome only in the EE
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group. The relationship between emotional arousal and reduction of trauma 
symptoms was statistically significant. There were also moderately large associations 
between emotional arousal and reduction in general symptoms, improved self-esteem, 
and more adaptive interpersonal functioning.
Engagement with Trauma Material
Client reports of levels of engagement with trauma material, as measured by the 
Postsession Questionnaire (PSQ), were moderate to high in both groups with higher 
ratings reported in the EE condition. Consistent with this observation, the overall group 
effect was significant. This result is contrary to the expectation that groups would be 
equal on this measure. Post hoc tests revealed that the difference between groups was 
significant only at the beginning of treatment, indicating that there was greater 
engagement in the EE group compared to the IC group early in therapy.
As well, in terms of engagement over the course of therapy there was a 
statistically significant effect for treatment time such that, for IC clients, engagement 
increased from early to midtreatment. Although the contributions to outcome of client 
engagement with trauma material were not statistically significant, there were 
moderately large associations between engagement and improved self-esteem in the IC 
group.
Client reported distress was also measured by the PSQ. No significant 
differences were found between IC and EE in terms of overall subjective distress during 
trauma exploration. This result is contrary to the hypothesis that clients in the IC group 
would report greater levels of distress than clients in the EE group.
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Client Pretreatment Characteristics
There were several significant associations between client pretreatment 
characteristics and processes. There was a significant positive association between 
child abuse severity and the therapeutic alliance in the EE group. Although not 
statistically significant, this association was moderately large in the IC group as well. 
There also was a moderately large association in the IC group between greater severity 
of childhood abuse and higher levels of emotional arousal. As well, there were 
significant positive associations between severity of pretreatment trauma symptoms and 
emotional arousal in both conditions. In terms of alexithymia, there were no significant 
associations between Toronto Alexithymia Scale-20 (TAS-20) scores and processes, but 
there was a moderately large association in the EE group. Specifically, clients in EE 
who reported more severe alexithymia at pretreatment tended to exhibit lower levels of 
experiencing. This partially supports the hypothesis that alexithymia would interfere 
with client processes. Finally, there were no significant associations between 
personality pathology and therapy processes in either condition.
Discussion of Findings
Treatment Effects
The results from this study support the efficacy of EFTT with IC and EFTT with 
EE as treatments for the long-term effects of childhood abuse. Both treatments were 
statistically and clinically effective in alleviating global and PTSD specific 
symptomatology and in helping clients to resolve issues with abusive/neglectful others. 
Effect sizes for both treatments were large to very large and were comparable to those 
reported in other successful treatment outcome studies (e.g., Cloitre et al., 2002; Foa et
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al., 1999; Paivio & Nieuwenhuis, 200).
Because childhood abuse is associated with a variety of psychological 
disturbances and symptoms, it is important to identify different therapies, modalities, 
and components in order to meet the range of individual needs (Ross & O’Carroll,
2004). To date, systematic research on treatment for disturbances due to childhood 
abuse is in the preliminary stages. Exposure techniques have been shown to be 
effective in alleviating PTSD symptoms but do not address other disturbances such as 
affect dysregulation, and self-related and interpersonal difficulties (Herman, 1992). 
Cognitive techniques and group therapy address these issues, but their almost exclusive 
focus on female survivors of sexual abuse makes it difficult to generalize their findings 
to include males and survivors of other types of childhood abuse (e.g., Cloitre et al., 
2004; Ross & O’Carroll, 2004; McDonough et al., 2005; Wolfsdorf & Zlotnick, 2001).
EFTT is a comprehensive treatment for male and female survivors of different 
types of childhood abuse. EFTT with IC previously has been shown to be effective in 
alleviating a wide-range of both general and PTSD specific symptomatology (Paivio & 
Neiuwenhuis, 2001). However, because if was observed that some clients found the IC 
intervention difficult, a viable alternative was sought. The present results support the 
fidelity of the EE approach to the treatment model and intervention principles of EFTT. 
The study replicates and extends previous research regarding the efficacy of EFTT with 
IC (Paivio & Nieuwenhuis, 2001) and identifies EFTT with EE as a viable alternative 
treatment.
Therapeutic Alliance
The finding that both IC and EE were associated with strong therapeutic alliance
Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.
116
supports treatment recommendations for adult abuse survivors (Briere, 1992; 2002; 
Herman, 1992; Olio & Cornell, 1993). Although a supportive therapeutic relationship is 
crucial for all psychotherapy, it is especially important for abuse survivors because 
these clients are unlikely to allow themselves the vulnerability that is necessary for 
growth and change for fear o f potential danger such as exploitation, disapproval, or 
rejection. Survivors of childhood abuse frequently do not develop a strong and secure 
sense of self because their attention is continually externally focused on threats from 
others. A safe and supportive therapeutic relationship frees survivors to shift attention 
from external stimuli to their internal experience. As they explore their inner 
experience, self-awareness and self-development can take place (Briere, 1992).
Present results also support the EFTT treatment model. According to the model, 
a strong bond between therapist and client plays a facilitating role to ease the 
implementation of various techniques such as imaginal exposure (Paivio & Shimp, 
1998). Consistent with views of other scholars (Briere 1992, 2002; Herman, 1992; Olio 
& Cornell, 1993), the alliance also is thought to be curative in itself as it can help repair 
early negative interpersonal experiences. Both IC and EE were designed to promote 
strong therapeutic alliances through the use of empathy, validation, and collaboration on 
the goals and tasks of therapy.
As well, the finding that both IC and EE were associated with strong alliances is 
consistent with previous research on EFTT with IC regarding this client group. Paivio 
and Patterson (1999) found that despite severe abuse histories and impairments in 
current interpersonal functioning, clients in EFTT with IC reported alliance quality as 
strong as that of nonabused clients in a similar type of experiential therapy (Paivio &
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Bahr, 1998). The present results strengthen and extend these findings to include 
EFTT with EE.
The finding that alliance quality increased over the course of treatment in both 
IC and EE supports the EFTT treatment model which emphasizes the cultivation of a 
strong attachment bond during the early sessions and ongoing attention to it throughout 
therapy. In EFTT, therapists are trained to be alert for and immediately address any 
difficulties or ruptures in the alliance. This ongoing attention contributes to clients’ 
sense of safety and control and is especially important for clients who experienced loss 
of control in early relationships. A therapeutic bond that increases over the course of 
therapy allows clients to share their most vulnerable experiences gradually over time as 
they feel it is safe to do so and it encourages expanding self-awareness and growth. It 
also can influence interpersonal relationships outside of therapy to grow stronger and 
more intimate over time. Although the present result is inconsistent with research that 
states that alliance quality is generally stable across time (Horvath, 1994), it is 
consistent with previous research in EFTT with IC (Paivio & Patterson, 1999). These 
researchers found that there was a gradual increase in alliance quality from an already 
strong bond near the beginning of therapy to an even stronger bond at therapy 
termination.
The positive impact of alliance on outcome in the EE group supports the 
emphasis in the EFTT model on the curative aspect of the therapeutic relationship 
(Paivio & Shimp, 1998). This finding also is consistent with previous EFTT with IC 
research. For example, Paivio and Patterson (1999) reported that strong early alliance 
quality predicted improvement in trauma specific symptoms and interpersonal
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functioning and strong alliance at termination was associated with improvement in 
general and trauma specific symptoms, interpersonal functioning, and resolution of 
child abuse issues. Paivio et al. (2001) found that strong early alliance predicted 
improved self-esteem at outcome and long-term resolution of child abuse issues. As 
well, the above findings are consistent with a large body of research supporting alliance 
as a reliable predictor of positive outcome across different therapeutic modalities (e.g., 
Gaston, 1990; Horvath & Symonds, 1991; Martin et al., 2000).
Although there was a moderately large association (Cohen, 1988) between 
alliance quality and improvement in self-esteem in the IC group in the present study, 
there were no statistically significant relationships between alliance and outcome. This 
is contrary to EFTT theory and previous research (Paivio et al., 2001; Paivio & 
Patterson, 1999). This discrepancy could be attributable partly to low power and partly 
to methodological differences. Previous research used early alliance ratings and Paivio 
& Patterson additionally used alliance ratings at termination. It is possible that for the 
IC intervention early alliance is a more important predictor of outcome. This is 
consistent with Horvath and Symonds’ (1991) suggestion that early alliance is a more 
reliable predictor of outcome. In the present study, the mean alliance ratings of three 
sessions over the course of therapy were used in order to be consistent with other 
process measures. The relationship between alliance at termination and outcome found 
by Paivio and Patterson also could be interpreted as clients with good outcome being 
more likely to report strong alliance rather than good outcome resulting from strong 
alliance. This epiphenomenon was noted by DeRubeis & Feeley (1990) and Feeley, 
DeRubeis, & Gelfand (1999). These researchers examined the association between
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alliance quality and outcome in cognitive therapy and found that client change was 
not successfully predicted from alliance scores early in therapy but alliance scores late 
in therapy were predicted from the amount of benefit the client had achieved.
Although methodological issues could partly explain the discrepancy between 
present and previous findings for IC, the fact that there was greater impact of alliance on 
outcome in the EE group than in the IC group warrants discussion. The high alliance 
ratings in the IC group and clinical observation suggest that alliance was as important in 
IC as in EE but it is possible that the relationship between alliance and outcome may be 
more indirect in IC. For example, in EFTT with EE, all therapeutic processes took 
place in the context of the therapeutic relationship; whereas, in EFTT with IC, trauma 
exploration is quite distinct from other sessions. There is less focus on the interaction 
between the therapist and the client and more focus on the interaction between the client 
and the imagined other. Although the therapeutic relationship is still important to 
establish safety during the IC intervention, the therapist also plays the roles of both 
observer and process director. Thus IC may be more similar to other treatments that use 
imaginal exposure techniques, in which the therapeutic relationship is not considered to 
be directly curative but plays a facilitating role in implementing the intervention (e.g., 
Foa et al., 1999; Foa et al., 1991; McDonagh et al., 2005). In these types of treatments, 
it is not nonspecific factors such as alliance that contribute most to client change but 
specific factors such as techniques associated with the intervention that contribute most 
to client change (DeRubeis, Brotman, & Gibbons, 2005).
Paivio et al. (2004) used the same sample as the present study but examined 
alliance ratings from every session. Consistent with the results of the present study,
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they also found a greater breadth of impact of alliance on outcome in the EE group 
compared to the IC group. In the IC group, alliance predicted improved interpersonal 
functioning; whereas, in the EE group, alliance predicted improved trauma specific and 
general symptomatology in addition to improved interpersonal functioning. Similar 
results were found by Chagigiorgis and Paivio (2006) using a larger sample that 
included some of the same participants. These researchers found significant 
associations between alliance and outcome in the EE group and nonsignificant small to 
medium associations in the IC group (reduced interpersonal problems, improved global 
symptom distress, and resolution of abuse issues). Furthermore, they found significant 
associations between engagement in IC and outcome and a moderately large association 
between alliance and engagement in IC. This suggests an indirect influence of alliance 
quality via engagement. As well, Chagigiorgis and Paivio had a sample of only 20 
compared to 37 in previous research on IC that found significant effects for the alliance 
(Paivio et al., 2001). Overall, present findings suggest small and indirect effects for 
alliance quality in IC. This supports the view that the alliance in EFTT with IC plays an 
essential but predominantly supportive role in client change. In EE, on the other hand, 
the alliance has a larger and more independent influence on client change.
Experiencing
The finding that both IC and EE were associated with moderate to high levels 
client experiencing is consistent with expectations for experiential therapy. Early 
pioneers of this model (e.g., Gendlin, 1962; Peris, 1969; Rogers, 1959) emphasized 
depth of experiencing as the key element to successful psychotherapy and used 
intervention strategies designed to promote it. For example, empathic responses were
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intended to direct clients’ attention to their internal experiences and help them 
articulate the meaning of their experiences (Rogers, 1959). Current experiential therapy 
theory is based on the assumption that subjective internal experience is the primary 
source of information about the self, and enhancing awareness of this internal 
experience guides behaviour and promotes adaptive functioning (Greenberg & Paivio, 
1997; Greenberg, et al., 1993). Interventions in the present EFTT model are designed to 
promote this self-exploration in relation to experiences of childhood abuse. The present 
finding that, overall, EE promoted exploration of internal experiences to the same depth 
as did IC indicates that it is consistent with EFTT intervention principles and 
comparable to IC in this regard.
The present finding in terms of depth of experiencing is consistent with previous 
research on interventions similar to IC and EE. For example, Greenberg and Foerster 
(1996) found that the empty chair technique on which IC is based was associated with 
moderate to high levels of experiencing. Maslove (1989) also found moderate to high 
levels of experiencing during the empty chair technique. Elliot (1983) conducted a 
comprehensive single-case process analysis of a client change event during a highly 
evocative and empathic therapeutic intervention similar to EE and found moderate to 
high levels of experiencing.
Although there were no differences between IC and EE in terms of overall 
experiencing during trauma exploration, observations indicated that the IC intervention 
may have brought about brief moments of deeper experiencing late in therapy. Group 
differences at this time were not statistically significant, but may represent a clinically 
meaningful difference. Frequency ratings were consistent with this suggestion. For
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example, there were ten instances of level 6 experiencing or higher in the IC group 
late in therapy; whereas, there were only four of these instances in the EE group. 
Furthermore, qualitative data regarding client processes during IC episodes late in 
therapy indicated that clients often made statements to the imagined other reflecting 
new insights about the self such as, “Now, I’m going to feel like the worthy person I 
am. Not in your estimation but mine. I’m going to build it one step at a time”. 
According to experiencing rating rules (Klein et al., 1986), when statements such as 
these are said in a declarative, fresh fashion and alternated between thoughtful 
exploration, they are rated at level 6. This is not to say that clients in the EE group did 
not make self-affirmative statements, but as indicated by the frequency data, clients in 
the IC group made them more often.
This greater frequency of level 6 experiencing in the IC group suggests that 
interactions with the imaginary other brought about more insights about the self than did 
interactions with the therapist. One reason for this may be because IC is a more 
structured intervention with a clear protocol for processing changes in views of the self 
especially in relation to the other. Although EE includes this protocol as well, it is not 
as structured and because it is a new intervention, therapists may not have been as adept 
at accessing these changes. Another reason may be due to the specific techniques 
associated with IC. Clinical observation indicates that the act of standing up to the 
imaginary abusive other and asserting oneself is very self-empowering. Consistent with 
this, depth of experiencing was associated with improved self-esteem at outcome in the 
IC group. Whereas, in the EE group, depth of experiencing was associated with 
improvements in interpersonal functioning including the resolution of issues with the
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abusive and/or neglectful other. The model of unfinished business resolution using 
the empty chair technique includes both self-affirmation and the development of a new 
view of the other as part of the resolution process (e.g., Greenberg & Foerster, 1996; 
Greenberg & Malcolm, 2002). Present results suggest that both IC and EE fit this 
aspect of the model.
Emotional Arousal
The finding that both IC and EE promoted moderate levels of emotional arousal 
during trauma exploration supports the emphasis of the EFTT treatment model on 
accessing and expressing emotions related to experiences of childhood abuse (Paivio & 
Shimp, 1998). The results also support the principles of emotional processing as a 
mechanism of change in EFTT. Emotional processing requires that traumatic memories 
and the associated emotions be repeatedly activated in order to expose the pathological 
memory structure to new information and thereby change it (Foa et al., 1999; Foa & 
Kozak, 1986; Foa et al., 1991). As well, the present findings support childhood abuse 
treatment theories in general (Briere, 2002, 1992; Herman, 1992; Paivio & Shimp,
1998) which emphasize emotional processing of trauma memories as necessary for 
recovery.
Individuals exposed to traumatic events such as childhood abuse often use 
emotional avoidance as a strategy to keep from being overwhelmed. This avoidance 
separates survivors from important information associated with emotional experiences 
and thus interferes with trauma resolution. Emotional arousal by definition indicates 
reduced avoidance and the activation of emotion structures. This allows access to 
constituent information which is then used to reorganize and resolve traumatic material
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(Paivio & Shimp, 1998). IC and the empty chair intervention on which IC is based 
have been shown to promote at least moderate levels of emotional arousal (Greenberg & 
Foerster, 1996; Paivio et al., 2001). The present results replicate these findings and 
support that, overall, EE promoted comparable levels of arousal. This suggests 
comparable levels of trauma memory activation and when combined with findings 
concerning experiencing suggests comparable levels of emotional processing.
However, although EE promoted overall levels of arousal comparable to IC, 
there was evidence that the groups differed over time. For example, modal arousal 
ratings were higher for IC at the beginning of treatment but decreased late in therapy 
while the EE group increased such that the groups were equal at the end of therapy.
This opposite trend across time may have had the effect of averaging out overall 
significant differences between groups. Furthermore, it appears that, although the EE 
condition had the same overall evocative quality, arousal developed more slowly. This 
supports the proposition that IC more quickly evokes core material and that EE is a 
gentler procedure.
Similarly, in terms of peak ratings, the level of arousal late in therapy was 
significantly higher in the IC group compared to the EE group. Within the EE group, 
peak arousal decreased significantly late in therapy compared to early and midtreatment. 
Intuitively, it makes sense that by the end of treatment, client emotional arousal 
generally would be lower because by this time most clients have resolved their issues 
and have been desensitized to trauma material (Jaycox et al., 1998). Therefore, at this 
time, emotions are no longer near the surface and are not as intense. However, peak 
arousal did not decrease in the IC condition. This could be another indication of its
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evocative capacity. The present finding concerning peak arousal in IC is consistent 
with previous research on the model of resolution (Greenberg & Foerster, 1996; 
Greenberg & Malcolm, 2002) indicating moderate levels of arousal regardless of 
treatment time. Taken together, the present findings indicate that although EE was 
comparable overall, arousal levels increased more slowly than in the IC condition. IC 
was more emotionally evocative early in treatment for modal ratings and late in 
treatment for peak ratings. These findings partially support study hypotheses.
As well, there was an observed positive relationship between peak experiencing 
and peak emotional arousal. This relationship is consistent with the view that emotional 
arousal activates the emotion structures and accesses information which is then 
available for exploration (Greenberg & Paivio, 1997; Greenberg et al., 1993; Paivio & 
Shimp, 1998). It is also consistent with experiencing theory which states that 
experiencing level is unlikely to increase if the client remains emotionally detached 
(Gendlin, 1962). However, the relationship between emotional arousal and 
experiencing is not necessarily one to one. Examination of individual client utterances 
indicates that when high emotional arousal was present, experiencing levels were 
generally lower. This finding also is consistent with experiencing theory. Accordingly, 
while intense emotional arousal is necessary initially to evoke the maladaptive material 
and make it available for reprocessing, decreased emotional arousal is necessary for 
higher levels of experiencing to occur because cognitive processes are used to explore, 
make sense of, and create new meanings (Clarke, 1989; Gendlin, 1962).
In successful treatment, one would expect experiencing levels to be high near the 
end of treatment when clients are integrating new meanings to assist in problem solving
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and to promote more adaptive functioning in daily living. As well, while peak 
emotional arousal could still be high near the end of treatment to evoke emotional 
material, overall emotional arousal should be lower as clients rely more on cognitive 
processes for greater proportions of time during sessions (Gendlin, 1962). This pattern 
of processes is consistent with the model of the resolution of unfinished business 
(Greenberg & Foerster, 1996; Greenberg & Malcolm, 2002) and corresponds to steps in 
the resolution process. In the present study, the observed decrease in modal arousal and 
increase in peak experiencing late in therapy in the IC group suggest that EFTT with IC 
fits the original model of resolution more closely than does EE regarding these aspects.
In terms of types of emotions expressed, anger and sadness were the two most 
prominent emotions in both IC and EE. This is consistent with the model of resolution 
(Greenberg et al., 1993) used in EFTT. Accordingly, once painful emotions related to 
the childhood abuse are accessed and acknowledged rather than avoided, global bad 
feelings are differentiated into anger at violation and sadness about what was missed. 
Then associated needs and goals become more accessible. Expression of sadness allows 
adult survivors to grieve and accept losses associated with abuse, let go of unmet needs, 
and access self-soothing resources (Paivio & Laurent, 2001; Paivio & Shimp, 1998). 
Expression of anger on the other hand promotes feelings of empowerment and adaptive 
behaviour such as assertiveness and boundary definition between self and others (Paivio 
& Shimp, 1998). Present findings indicate that both IC and EE promoted adaptive 
emotions consistent with the treatment model and again support EE as a comparable 
version of EFTT. The finding also supports the importance of accessing adaptive anger 
and sadness in therapy for this client group.
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In terms of process-outcome findings, the associations between emotional 
arousal and general and trauma specific symptoms in the EE group are consistent with 
the EFTT model. Accordingly, emotional arousal is emphasized as an important aspect 
for recovery from trauma (Paivio & Shimp, 1998). These findings correspond with 
Greenberg and Malcolm’s (2002) finding that degree of emotional arousal discriminated 
between those who resolved their unfinished business with significant others from those 
who did not. These findings also are consistent with previous research on EFTT with 
IC (Paivio et al., 2001) that found that high levels of emotional engagement with trauma 
material contributed to resolution of trauma symptoms. As well, these findings are 
consistent with trauma research in cognitive behavioural therapy that found that 
activation of fear contributed to improved outcome (Foa et al., 1995). Overall, the 
associations between emotional arousal and outcome in the EE group indicate that, 
although the EE intervention was less emotionally evocative than IC, the levels of 
arousal during EE made a notable contribution to recovery.
The finding that there was no association between emotional arousal and 
outcome in the IC conditions is contrary to theory and to previous research on EFTT 
summarized above. It appears that for this group of clients in EFTT with IC, arousal 
during IC considered alone did not directly contribute to any dimension of client 
change. This is consistent with the idea that emotional expression alone does not 
always guarantee positive changes. It is the processing of emotional material that leads 
to positive changes (Foa & Kozak, 1986; Foa et al., 1991; Greenberg & Paivio, 1997). 
Engagement with Trauma Material
The finding that clients in IC and EE reported moderate to high levels of
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emotional engagement with trauma material on the PSQ supports trauma theory and 
research. Accordingly, emotional engagement is a necessary condition for successful 
processing of the event and for recovery (Foa & Kozak, 1986). The finding also 
supports the EFTT model which emphasizes emotional engagement with trauma-related 
material (Paivio & Shimp, 1998) and is consistent with previous process research on 
EFTT with IC using observer-ratings of engagement (Paivio et al., 2001). As well, the 
present finding is consistent with Jaycox et al.’s (1998) finding that self-reported 
emotional engagement played a crucial role in recovery during exposure therapy.
The significantly lower level of engagement at the beginning of therapy for IC 
compared to EE clients makes sense, clinically. Specifically, this lower level could 
reflect difficulty with the IC dialogue. For example, clinical observation indicated that 
many clients found it strange to speak to an imaginary other. Clients also found it 
difficult to speak to the other in a manner that was different from their real-life 
interactions with him or her. Second, some clients could have found the image of the 
other so emotionally overwhelming that they were inclined to avoid interacting with the 
imagined other. Avoidance of emotional experience is a frequently observed 
consequence of childhood abuse (Briere 1992; 2002; Herman 1992; Paivio & Shimp,
1998). Finally, there is a performance aspect to the IC procedure that could elicit 
performance anxiety and for some clients performance anxiety could interfere with 
engagement. The above difficulties associated with IC are not part of the EE protocol 
thereby resulting in an intervention that may be less difficult for clients to engage in.
This is consistent with the idea that EE may be less stressful. Furthermore, although the 
difference between groups was significant only at early treatment, there was an
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observed trend for the EE group to report higher engagement at midtreatment and 
late treatment as well. Because of the small sample size of the present study, the lack of 
significance at these times may be due to low power. This finding supports the view 
that engagement in EE was easier throughout therapy.
However, the present results indicate that engagement in the IC condition 
increased by midtreatment. This suggests that clients in IC overcame whatever 
difficulties they may have been having initially with avoidance, emotion regulation, or 
social anxiety. These results support the EFTT model which pays particular attention to 
resolving these client difficulties. Accordingly, avoidance is addressed by a variety of 
gestalt-derived empathic exploration and imagery techniques that are used to evoke and 
explore emotional experiences (Paivio & Shimp, 1998). Therapist empathic attunement 
to clients’ emotions assists in emotion regulation development (Paivio & Laurent, 2001) 
and social anxiety difficulties are addressed through empathic exploration or two-chair 
dialogues.
The finding that there was higher emotional engagement in the EE group 
compared to the IC group is the opposite of findings for early arousal and experiencing 
which were higher for IC compared to EE. This suggests that the PSQ assesses similar 
but distinct processes. As well, assessment is from distinct perspectives. The 
experiencing and emotional arousal ratings are observer-rated while the PSQ is client­
rated. The PSQ requires clients to give their subjective experiences of their ability to 
explore and express feelings related to childhood abuse issues and to rate their level of 
difficulty with these processes. Subjective experiences of less ability and greater 
difficulty result in lower PSQ ratings. These subjective experiences are not necessarily
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observable by an outside observer.
Although there was a moderately large association between engagement and 
increased self-esteem in the IC condition, emotional engagement with trauma material 
on the PSQ did not significantly contribute to outcome in either condition. This is 
inconsistent with trauma and EFTT theory and research. For example, Paivio et al. 
(2001) found that observer ratings of emotional engagement were significantly 
associated with improvements in self-esteem, resolution of abuse issues, global and 
trauma-specific symptoms, and interpersonal problems. There was also a discrepancy 
between the present results and those of Paivio et al. (2004). These investigators used 
self-report PSQ ratings and the same sample as the present study but examined PSQ 
ratings from every session. This sampling strategy resulted in significant positive 
associations between engagement and outcome on several measures. Thus, 
inconsistencies between the present results and those of other EFTT studies may be 
partly a function of different measurement perspectives and partly attributable to 
sampling procedure. It appears that the subsample of three sessions used in the present 
study did not adequately capture the potency of engagement in terms of client change.
In terms of client-reported subjective distress, there was no difference between 
the IC and EE conditions. This is inconsistent with expectations because EE was 
specifically designed to be less stressful. Although clients reported lower levels of 
engagement in IC compared to EE, they did not report comparatively higher level of 
distress. Therefore, the lower levels of engagement seem not to have been due to 
distress. This suggests that while the subjective experience of having difficulty could be 
considered stressful to clients, it is not necessarily emotionally distressing. Initially
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lower ratings of engagement likely were due to other factors, such as difficulty 
imagining the other or performance anxiety.
Client Pretreatment Characteristics
The present study found several associations between client pretreatment 
characteristics and therapy processes that warrant discussion. First, the positive 
relationship between severity of childhood abuse and alliance quality is inconsistent 
with previous research on EFTT with IC. Specifically, Paivio et al. (2001) found no 
associations between maltreatment on the Childhood Trauma Questionnaire (CTQ) and 
early alliance quality. Because the present study used the mean of three alliance ratings 
over the course of treatment, the inconsistent results may be partly due to measurement 
differences. A possible reason for the positive association found in the present study is 
that clients who were more severely abused may have been more likely to notice and 
appreciate the safety and collaboration of the therapeutic relationship which is 
emphasized by the EFTT treatment model. This appreciation may be less evident early 
in treatment because it may take time to develop, especially for severely abused 
individuals who must first overcome issues with trust (Briere, 1992, 2002; Herman 
1992).
There also was a moderately large association between severity of childhood 
maltreatment and emotional arousal in the IC group. This finding makes sense because 
more severe abuse is frequently associated with more intense negative emotions such as 
extreme feelings of anger or rage (Brier, 1992; Herman, 1992; Neumann et al., 1996). 
Clinical observations during the present study were consistent with this and indicated 
that clients who were severely abused tended to express high levels of anger towards the
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imagined other during IC dialogues. Observations and data indicate that, although 
clients in the EE group were as likely to express anger, clients tended to become less 
highly aroused when speaking to the therapist compared to the imagined perpetrator. 
Again, this supports the proposition of EE as a less evocative approach.
Second, there was a significant positive association between severity of current 
trauma-related symptoms and emotional arousal in both groups. This finding is 
consistent with DSM-IV-TR criteria for PTSD. Accordingly, individuals who suffer 
from PTSD tend to exhibit increased arousal symptoms such as anxiety, irritability, and 
outbursts of anger (American Psychiatric Association, 2000). In the present sample, 
70% of the total sample met PTSD criteria.
Finally, the present study found a moderately large negative association between 
alexithymia, as measured by the TAS-20 at pretreatment, and experiencing in the EE 
group. This finding provides only limited support for the study hypothesis but is 
consistent with the literature that posits that alexithymia interferes with the 
identification, communication, cognitive processing, and elaboration of emotion (Taylor 
et al., 1997). The present finding also is consistent with those of a recent study (Le, 
2006) examining depth of experiencing in trauma narratives written by female 
undergraduates. Results indicated a moderately large negative relationship between 
severity of alexithymia and depth of experiencing. Le also found no association 
between alexithymia and use of emotion words, per se. This combined with the failure 
to link between alexithymia and arousal in the present study supports the view that 
alexithymia represents difficulties with more complex cognitive-affective processes.
The overall finding in the present study that alexithymia had a minimal impact
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on therapy processes also could be related to the fact that for most clients, the level 
of alexithymia diminished. The data indicates that 83% of the clients met criteria 
according to the TAS-20 at pretreatment, while only 26% met criteria at the end of 
treatment. This lends preliminary support for EFTT as effective treatment for problems 
related to alexithymia and supports the EFTT treatment model which emphasizes focus 
on the processing of emotionally-laden material. As well, there was some indication 
that IC may be more effective than EE in addressing difficulties related to alexithymia. 
In the IC group, 67% of the clients who met criteria at the beginning of treatment no 
longer met criteria at the end; whereas, in the EE group, 47% no longer met criteria.
This also could explain why alexithymia had less influence on client processes in IC 
compared to EE.
The failure to find an association between personality pathology and processes 
in the present study is inconsistent with previous research on EFTT with IC. Paivio and 
Patterson (1999) found that Axis II diagnosis interfered with the therapeutic alliance and 
Paivio et al. (2004) found that Axis II diagnosis interfered with engagement in IC.
Paivio et al. used clinical judgment to assess personality pathology and observer-ratings 
of engagement whereas the present study used client self-reports to assess both. The 
contrasting findings could be due to differences in assessment methods for Axis II 
diagnoses and engagement, differences in the study sample and therapists, and/or the 
more limited power in the present study.
Strengths of the Present Study 
Several methodological and conceptual strengths characterized the present study. 
First, the results were not confounded by shared method variance because variables
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were measured from multiple perspectives. Second, the present study used 
standardized observer process measures with good reliability and validity (Klein et al., 
1986). Third, the rating procedures produced good inter-rater reliabilities comparable to 
estimates reported in other research studies (Castonguay et al., 1996; Holowaty, 2004; 
Klein et al., 1986; Le, 2006). Finally, the naturalistic length of the process episodes 
contributed to the content validity because all variations of client processes from the 
beginning to the end of the interventions were included.
Results also make several contributions to the literature on child abuse therapy. 
This is the first study using EFTT with EE as a new treatment alternative for trauma 
related to childhood abuse. EFTT with IC previously has been shown to be effective in 
alleviating a wide-range of both general and PTSD specific symptomatology in men and 
women who suffered from different types of childhood abuse (Paivio & Neiuwenhuis, 
2001). Results support the fidelity of the EE approach to the treatment model and 
intervention principles of EFTT. The present study also identifies EFTT with EE as a 
viable treatment and indicates that re-experiencing techniques need not be as intense in 
order to be effective. Rather, moderate levels of arousal and depth of experiencing 
during trauma exploration over the course of therapy seem to be the critical client 
processes.
The present study also was the first to compare core processes (therapeutic 
alliance, experiencing, and emotional arousal) in IC and EE over the course of therapy. 
These core processes are posited to be essential ingredients across treatment models 
(e.g., Castonguay et al., 1996; Klein et al., 1969; Klein et al., 1986; Horvath &
Symonds, 1991) in experiential therapies (e.g., Greenberg & Foerster, 1996; Greenberg
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& Malcolm, 2002; Maslove, 1989; Watson & Bedard, in press) and in trauma 
therapies (e.g., Foa et al., 1995; Jaycox et al., 1998) including therapies for child abuse 
trauma (e.g., Briere, 1992,2002; Herman, 1992; Paivio et al., 2001; Paivio & Patterson,
1999). Present findings indicate that these core processes characterized both versions of 
EFTT. Findings also support the model of resolving past interpersonal issues 
(Greenberg & Foerster, 1996; Greenberg & Malcolm, 2002) applied to this specific 
client group.
The present study also was the first study to examine alexithymia in EFTT. 
Alexithymia is a construct that is receiving considerable attention in the literature (e.g., 
Lundh, Johnsson, Sundqvist, & Olsson, 2002; Zlotnick et al., 2001; Hund & Espelage,
2005) and, although it is conceptually related to the concept of experiencing, this has 
not been examined in relation to therapy. The present results have treatment 
implications. They indicate that the methods used in EFTT assisted in the reduction of 
alexithymia. Thus, EFTT represents a treatment alternative because most other 
approaches to treating problems related to alexithymia have been more 
psychoeducationally focused (e.g., Becker-Stoll & Gerlinghoff, 2004; Lieb, Zanarini, 
Schmahl, Linehan, & Bohus; Shiina et al., 2005).
Another strength of the present study is the questions generated for future 
research. For example, because clients in the IC group reported more difficulty 
engaging with traumatic material than did clients in the EE group it may be beneficial to 
observe videotapes of the sessions and identify the exact nature of clients’ difficulties. 
This information could assist in refining the IC intervention. Also, because there was 
some evidence that the IC intervention better fit the model of unfinished business
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resolution (Greenberg & Foerster, 1996; Greenberg & Malcolm, 2002), it may be 
useful to gain an understanding of the process of resolution in both IC and EE. This 
could be accomplished by replicating the Greenberg and Malcolm study by examining 
components of the model of unfinished business during IC and EE and relating these 
components to outcome.
As well, because of insufficient power, the subscales of the CTQ and the 
Personality Diagnostic Questionnaire 4+ (PDQ-4+) were not used in the present study. 
Future research with a larger sample could investigate the relationships among specific 
abuse and neglect types and personality pathologies and processes in IC and EE in order 
to reveal any distinct client-by-intervention interactions. For example, Paivio & 
Patterson (1998) found that particular types of abuse and neglect interfered with early 
alliance quality in EFTT with IC. Because of the known associations between 
childhood abuse and personality pathology (e.g., Briere 1992; Egeland et al., 2002; 
Herman, 1992), this information could be useful for the refinement of EFTT.
Limitations of the Present Study 
Inferences and conclusions that can be drawn from the present study are limited 
by several methodological factors. First, some findings may be due to chance because 
of inflated error due to multiple comparisons. Complete confidence can be placed only 
on the few findings that were significant using Bonferroni corrections. Second, the 
small sample meant that there was insufficient power to detect small effects so some 
nonsignificant results may have been due to Type II error. Process studies involving 
observer ratings are labor intensive and because of funding difficulties tend to have 
small numbers of subjects. Large effects could be detected with a sample size as small
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as 14 per group (Greenberg & Clark, 1979; Maslove, 1989). In the present study, 
the effect sizes found between IC and EE were small to medium (Cohen, 1988); 
therefore, according to Cohen’s power tables, at least 30 participants per group would 
be required to detect these effects. Without at least this number o f participants and the 
appropriate funding required to hire observer raters, many questions, especially 
regarding the associations between processes and pretreatment characteristics and 
outcome, will remain unanswered. Thus, further investigation of the process differences 
between IC and EE is recommended using at least this number of participants per group.
Third, although experiencing and arousal ratings used the full range of the 
scales, there were few extreme ratings, especially at the low ends of the scales. This 
may have led to lower correlations due to restriction in range of the variables. Finally, 
there are limitations in the present study with regard to generalizability of results. The 
sample was not representative of all abuse survivors; consequently, the results can be 
generalized only to those who meet the inclusion and exclusion criteria of the present 
study. Some examples of abuse survivors that are described in the literature but not 
included in the present sample are those who have poor anger modulation and impulse 
control resulting in suicidal and self-mutilating behaviour, substance abuse, 
interpersonal violence, and eating disorders (Lieb et al., 2004; Egeland et al., 2002; van 
der Kolk, Perry & Herman, 1991; Zlotnick, 1999).
Conclusions
The present study demonstrates that both EFTT with IC and with EE are 
valuable treatments for adult childhood abuse survivors. Both treatments were highly 
effective and produced statistically and clinically significant improvements. Thus,
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results support the efficacy of re-experiencing procedures and replicate previous 
findings regarding the efficacy of EFTT with IC. Results also identify EFTT with EE as 
another effective individual treatment approach for this client group. As well, the two 
interventions appeared to be largely comparable in terms of the quality of core therapy 
processes. Specifically, both were associated with strong alliances and moderate to high 
levels of experiencing and emotional arousal. These findings are consistent with the 
EFTT treatment model and support the fidelity of the EE approach to the treatment 
model and intervention principles.
However, there were also some clinically meaningful differences between IC 
and EE in terms of therapy processes. In particular, IC appeared to be more emotionally 
evocative, while EE appeared to be gentler (in terms of arousal and engagement with 
trauma material) but equally effective. This may have important implications for some 
clients. For example, clients who have problems with underregulation of emotions may 
find EE easier to engage in especially at the beginning of therapy while they are 
learning emotion regulation skills (Paivio & Laurent, 2001). Conversely, clients who 
tend to overcontrol or avoid emotions may benefit more from IC because of its 
additional power to evoke emotions. As well, not surprisingly, processes in the IC 
condition over the course of therapy better fit the original model of unfinished business 
resolution (Greenberg & Foerster, 1996; Greenberg & Malcolm, 2002). The use of the 
two different procedures in the present study resulted in similar but not identical client 
processes which may have resulted in similar but different routes to change.
Present findings highlighted the importance of promoting depth of client 
experiencing during trauma exploration, regardless of the re-experiencing procedure.
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As well, results highlighted the critical importance of the therapeutic relationship in 
the EE condition. Since all exploration took place in the context of the therapeutic 
relationship (versus with the imagined other), perhaps this is not surprising.
Finally, it is noteworthy that both versions of EFTT reduced client difficulties 
with emotional experience and expression (alexithymia). Since alexithymia has been 
linked with a number of disturbances, including eating disorders, substance abuse 
disorders, posttraumatic stress disorder, depression and anxiety, and some personality 
disorders such as narcissistic personality disorder and borderline personality disorder 
(Berenbaum, 1996; Modestin, Furrer, & Malti, 2004; Zlotnick, Mattia, and Zimmerman, 
2001), this has important implications for improved client functioning.
In conclusion, the present study demonstrated that both IC and EE promoted 
therapeutic processes consistent with EFTT intervention principles and productive 
psychotherapy. Results also indicated differences in the two procedures that could 
indicate different routes to change and could interact with different client variables. 
Future research is needed to test these hypotheses.
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APPENDIX A
Clinical Examples of Beginnings and Endings of Imaginal Confrontation
Excerpt one:
This excerpt is taken from a fourth therapy session and is the client’s first introduction to the 
Imaginal Confrontation (IC) intervention. This client suffered from childhood sexual abuse from 
an adult male cousin. The session began with the client’s exploration her thoughts and feelings 
associated with her relationship with her neglectful and nonprotective mother.
Beginning of IC intervention:
Therapist: If your mother were here right now and you could talk to her.. .say if she were sitting 
right here in this chair (brings out empty chair and points to it). What would you like to say to 
her?
Client: What would I say?
Therapist: Yes, can you imagine her sitting there?
Client: Yes.
Therapist: What would you like to say to her?
Client: You know mom, it’s been really hard for me, cause when I was little, you neglected me 
and you didn’t teach me how to be as a person...
Ending of IC intervention:
Therapist: What are you aware of inside?
Client: Inside, I feel like I can breathe better, it’s not stuck anymore. I’m also feeling -  my 
mother’s gone -  go.
Therapist: So how about you say goodbye to her for today?
Client: I don’t want to say goodbye -  just go, go.
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Therapist: (Moves chair away) Okay she’s gone [end of dialogue -  start o f discussion 
and integration]. So tell me some more about feeling lighter.
Client: I feel a lot lighter... there probably is some more anger there but I just don’t know what it 
is right now (pause). That’s not true, I just didn’t want to go there right now. I feel tired. I just 
think that’s as far as I want to go with it right now.
Therapist: That’s fine. I think we made a pretty good start.
Client: Yes, there’s a lot of awareness for me to be able to say it instead of just think it. I haven’t 
thought about it for a long time and I should have gotten a doll too for Christmas from my 
mother. I used to buy my own. That’s probably why I was so sad about that little girl who didn’t 
get that doll. I kept trying to connect that.. .1 feel better now that I know because I was 
wondering how that doll connects to me [end of discussion and integration of the IC intervention 
-  client goes on to describe her doll collection and relationships with other relatives].
Excerpt two:
This excerpt was taken from a twelfth therapy session. This client was sexually abused by her 
father. She has participated in the IC intervention several times in dialogues with her mother.
She has also previously participated in the IC intervention in a dialogue with her father in which 
she did not mention the sexual abuse. During this episode, she confronted her father about her 
sexual abuse for the first time. The session began with the client’s exploration of her thoughts 
and feelings associated with her sexual abuse by her father.
Beginning of IC intervention:
Therapist: So if he were here, could you tell him what’s on your mind? We could bring him in 
here.
Client: Yeah, I think I could.
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(Therapist brings out chair)
Therapist: Can you see him sitting there?
Client: Yeah, I can.
Therapist: What would you like to say to him?
Client: You know Dad, I feel really angry at you...
Ending of IC intervention:
Client: Okay, goodbye (waves him away).
Therapist: Is it goodbye for today, or goodbye maybe I’ll talk to you again? (puts chair away), 
[end of dialogue-start of discussion and integration]
Client: Whew, I knew that wasn’t going to be an easy one.
Therapist: So how are you feeling now?
Client: Drained. I feel better though. I feel really sad but I feel better.
Therapist: You got out a lot of stuff.
Client: I feel really angry, but at the same time I feel like a cracked open egg with all the raw egg 
white running down. That’s how I feel. But the yoke is staying in there.
Therapist: So what is the yoke?
Client: That is my soul. I’m still whole. My dad could not take away my soul. I think I will 
make some meringue with the egg whites.
Therapist: I think that you always have made meringue (referring to previous signs of strength 
and resilience).
Client: Yeah, I’ve tried to but George (stepson) is hard [end of discussion and integration related 
to the IC intervention, client goes on to talk about relationship with stepson].
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APPENDIX B
Clinical Examples of Beginnings and Endings of Evocative Empathy
Excerpt one:
This excerpt is taken from a fourth therapy session. The client was sexually abused by an adult 
male during childhood. This is the first introduction of evocative empathy (EE). In previous 
sessions, this client has discussed some of his thoughts and feelings about his abuse but he was 
not encouraged to explore them in detail. Also, the client has not been previously encouraged to 
use imagery and to focus on one particular memory.
The session began with the client’s discussion of his sexual abuse.
Beginning of EE intervention:
Therapist: Can we kind of focus on that.. .that time sounds really important. If we can get into 
some of the feelings that you were feeling at that time. If you can remember back.
Client: That’s the hard part. It’s really difficult for me.
Therapist: Yeah, so we’ll just take time. Can you imagine yourself actually doing it to him. Can 
you remember that? What were you feeling?
Client: You see, I remember him, specifically that particular incident...
Ending of EE intervention:
Client: I think that’s why I hate males so much and I wish I were a woman because my first 
sexual encounter was in the female position. And I’d really like to be a woman [end of 
discussion and integration related to the EE intervention -  client goes on to talk about his 
confusion about his gender identity and thoughts about having a sex change].
Excerpt two:
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This excerpt was taken from an eleventh therapy session. This client was neglected and 
ignored by her mother. She has previously participated in EE several times. The therapist 
suggested EE at the beginning of the session.
Therapist: If you don’t have anything else that you would like to talk about, I thought that we 
could pick up where we left off last week when you said at the end of the session that you felt 
that there was someone in you saying “Hey I’m here, look at me” and that was your experience 
growing up. Are you okay with focusing more on that?
Client: Yes, that’s fine.
Therapist: Can you kind of get into that.. .say more about that? What feelings come to mind 
when you think of that “Hey look at me”.
Client: Umm, I don’t remember ever being acknowledged as a child...
Ending of EE intervention:
Therapist: How are you feeling about what we did today?
Client: What we did was good.. .still sad for that little girl.
Therapist: For sure, she missed out on a lot.
Client: Still I know that there is a whole bunch of good things about me. I am good, I am 
lovable, I have all these good qualities, much more than bad qualities.
Therapist: And you’ve been dying to have them recognized.
Client: Nothing really big... [end of integration and discussion-client goes on to talk about 
what she needs in her present life].
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